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FRACTURES OF THE SKULL* 
J. Ratston WELLs, M.D., 
Daytona Beach. 

While a fracture of the skull may recover 
without the development of any untoward symp- 
toms, the seriousness of such injury is dependent 
upon the original intracranial damage and the 
subsequent intracranial complications which may 
develop. 

The early diagnosis of head injury is impor- 
tant, but a hastily drawn negative conclusion be- 
cause of lack of immediate indicative symptoms 
is often a cause for regret. 

Likewise, the patient with some symptoms due 
to concussion which soon disappear, must be 
carefully watched for the development of sec- 
ondary symptoms such as intracranial hemor- 
rhage. In my opinion, every head injury with 
or without fracture, (because hemorrhage can 
and does occur without demonstrable fracture of 
the skull), should be considered serious for three 


. to five days subsequent to the injury and should 


have careful, minute and intelligent watching at 
all times during that period. 

The term of early diagnosis as I use it, implies 
not especially early in regard to time after the 
injury, but to time in regard to the onset of seri- 
ous symptoms or conclusive signs following a 
A pa- 
tient in a mildly shocked condition with appar- 


mild degree of injury. A case in point. 
ently a slight degree of concussion and a demon- 
strable fracture without displacement of bony 
fragments, may, after twenty-four hours, show 
development of pressure signs of serious import. 
Appropriate treatment is instituted before seri- 
ous conditions are actually present. This is early 
Or if, after careful close watching 
for several days, all symptoms and signs, includ- 


diagnosis. 


ing X-ray, are approximately negative, we are 
reasonably sure that no condition of intracranial 
damage exists, this again may be termed early 
diagnosis, but the term applies especially in diag- 
nosing a serious lesion before the seriousness has 
progressed. 

Classification —There are many classifications 
of fractures of the skull. We may have a linear, 


-_ 
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stellate, comminuted, compound, and so on, but 
the most simple, and one with the more impor- 
tant bearing on our conduct of a case, is that as 
to the location and damage done ; in other words, 
fracture of the vault or fracture of the base. A 
possible third might not be amiss, which embraces 
a vault fracture running into the base, and show- 
ing symptoms of each. In this instance, how- 
ever, one set of symptoms usually predominates, 
and we treat our case accordingly. But as our 
treatment divides or hinges to a great extent on 
the above two groupings, it appears to me to 
be a very useful and practical classification. 
Learned and profound discussions may be held 
on the difference between a stellate fracture of 
the vault and a linear fracture of the base as to 
which type it belongs, but the important factor 
in treatment is not whether it is stellate or linear, 
but whether it is of the base or vault. 

Symptoms and Signs—Symptoms of fracture 
of the skull, as often enumerated, are symptoms 
of lesions of the brain in general, or its unit con- 
stituents and coverings. The important symp- 
toms or signs of fracture per se are few and 
definite : 1st, a palpable rough edge or depression 
of bone, usually through an already existing 
scalp wound, or through the scalp without lacera- 
tion; and, 2nd, bleeding or bloody serum from 
ears, nose or pharynx ; 3rd, subconjunctival hem- 
orrhage; 4th, positive X-ray findings, always 
bearing in mind the possibility of a fracture so- 
called contra-coup, which may exist without ex- 
ternal evidence of the head, are all that are 
directly referable to the fracture. The symp- 
toms as we usually think of them are those ex- 
pressing the presence or absence of the serious 
complications. These complications are many ; 
the principal ones will be briefly mentioned as we 
proceed. 

Before treatment is definitely established, I 
would suggest the importance of an X-ray in all 
cases, and the advantage of reading your own 
films, not only for accuracy or a check, but to 
produce a mental picture of existing conditions. 
This procedure materially aids in our early diag- 
nosis, which, in addition, should be based upon 
activity, shape, size and equality of pupils, bleed- 
ing from the ear, bulbar symptoms such as ster- 
terous or shallow breathing, cyanosis, etc., quality 
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and rapidity of the pulse, and presence or absence 
of paralysis. 

After the primary examination has been made, 
and the major line of treatment decided upon and 
started, the more thorough, the more exact points 
may be ascertained. 

The pupillary reflexes or rather, the absence of 
them, are of great importance. The unequal 
pupil may exist very early or later, but when it 





Right Temporal Fracture. 


Fic. 1. 


is present the other signs of serious import are 
The dilatation usually oc- 
We may 


generally found also. 
curs on the side of the brain injury. 
have equal and dilated pupils in fright, shock, 
nausea or concussion, with or without fracture ; 
on the other hand, those equal and normal may 
develop into unequal pupils after a time, usually 
indicating progressive intracranial hemorrhage. 

Transient unconsciousness often indicates a 
mild concussion at the outset, but may develop 
into a deeper coma or after clearing up for a 
Both these conditions point 
intracranial 


time, again occur. 
toward hemorrhage, or at least, 
pressure. 

The pulse, if rapid, may show concussion or 
shock, possibly hemorrhage, and if so, a cerebral 
compression from edema, or continued hemor- 
rhage. Coincident with the pulse, the respiration 
often changes. Slow, shallow breathing indicates 
pressure, and the same may be said for a rapid 
and deep, or irregular, respiratory cycle, while 
irregular pulse and sterterous respiration are 


often terminal signs. Palliate with pulse be- 
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tween 66-90 unless strong indications for other 
procedures exist. With decreasing pulse rate 
steadily into the 60’s, or rising above 112—tap 
and wait, if no improvement in one hour, opera- 
tion should be done. A weak, rapid or very slow 
pulse generally means increasing pressure and 
approaching or deepening coma. Here at times 
an operation must be done, understanding the 
procedure has an extra element of danger, espe- 
cially an immediate table death. 

Respiration—The character of respiration, as 
well as rate, must be noted before treatment is 
decided upon. Slowing in rate but no change in 
depth is not alarming unless rate is below 12. 
Slowing in rate with shallowness, irregularity or 
sighing at the end of each expiration, all show 
increasing pressure, and tap should be done and 
result noted. If no improvement in one hour, 
operate. So-called Cheyne-Stokes respiratory 
type, as such, has little bearing. 

Bleeding from the nose, or throat, may be 
from sources outside of the cranium; thus the 
source should be carefully ascertained, but if 


Fic. 2. 


Right Temporal Fracture. 


from the internal ear, it is always from a skull 
fracture, and needs no further check-up. 

These signs that I have enumerated, may be 
coupled with paralysis at the onset, or the reflexes 
may be first hyper, then hypo active, and the 
paralysis ensue. When a paralysis or localized 
muscular weakness is present, it serves to give 
us the localizing signs for operative procedures; 
it does not necessarily add gravity to the out- 


come. 
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Temperature —While temperature is of im- 
portance in aiding a decision in many head in- 
juries, it cannot be permitted to unduly influence 
our decision as to the method to be pursued. The 
value of temperature records is largely dependent 
upon the experience of the operating surgeon. 
Steadily and rapidly mounting temperature shows 
loss of cerebral compensation in the thermal 
centre, and the sudden mounting of several de- 





Fractured Skull. 


Fic. 3. 


grees after 24-48 hours often means meningitis. 

Blood Pressure-—A rising blood pressure is 
indicative of increase of cerebrospinal pressure. 
Blood pressure alone means little, but a steadily 
mounting pulse pressure and a falling pulse rate 
means intracranial pressure. Palliative meas- 
ures should be carried out until pulse rate crosses 
pulse pressure; when this occurs, operate. If, 
for example, a pulse rate has been 84, drops 
down to 72, to 60, and the pulse pressure that 
has been 40 changes to 46, to 48, or higher, and 
the pulse keeps dropping into the 50’s, then oper- 
ate without delay. It is the “zero hour,” and no 
more palliation is justified. This is Frazier’s 
rule, and I have found it of great value in de- 
cisions in numerous instances. 

Our spinal fluid findings, as a diagnostic meas- 
ure, are often not only indicative, but give exact 
knowledge. Pressure of over 18 mm. hg. should 
be watched carefully, and repeated in 12-24 hrs. 
as indicated. Fluid is withdrawn until pressure 
If fluid is 
bloody or blood-tinged and under pressure, and 


is below 16 mm. hg., and remains so. 





FRACTURES 





OF THE SKULL 587 






succeeding taps show progressively less blood, it 
is considered favorable. If fluid is clear, 20-30 
mm. hg. pressure, X-ray findings positive for 
fracture and with signs of intracranial pressure 


no fluid should be withdrawn or drawn with ex- 





Fic.4. Lateral Fracture of Skull. 


treme care, because an extra dural hemorrhage 
is probably present, and release of pressure may 
mean more hemorrhage. 

Many other signs and symptoms, such as con- 
vulsions, local or general, starting several times 
in succession in the same manner, involving the 
same areas in succession; blindness or blurred 


vision, immediate or coming on within twelve 





Fic. 5. 


Right Lateral Fracture of Skull. 
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hours, the patient being conscious; persistent 
headache, deranged or absent taste faculties ; are 
all indicative of intracranial complications. 
These are more or less important, some as to the 
gravity of the lesion, and the prognosis, some as 
to the advisability of operation, and some as to 
the localization of the lesion. However, these 
are too numerous to discuss in detail here, and 
are, in most instances, more for guidance to the 
operating surgeon, than for a differential diag- 
nosis. 

I do not believe a head injury serious enough 
to involve the question of presence or absence of 
fracture, ever occurs without the presence of 
concussion, or contusion or laceration of the 
brain. The concussion may be so slight that it 
is almost unnoticed, or it may be so severe that 
a profound state of unconsciousness exists for 
hours or days and has co-existing contusion or 
laceration. 

As I have indicated, there are two main lines 
of treatment, palliative or expectant, and oper- 
ative. One may pass into the other as the pa- 


tient’s condition alters. Operative includes 
simple decompression, drainage of the basal 
fossas, operation for relief of definite symptoms 
when localized, release of definite local pressure 
caused by bone or hemorrhage, or to remove 
lancinating spicula. 

Palliative treatment consists of : 

1. Routine spinal pressure readings. 


2. Sat. sol. mag. sulph. per rectum every 2-6 


hours. 
3. Absolute quiet—darkened room. 
4. Liquid diet—ice cap to head. 
5. Absence of drug therapy per mouth. 


6. In basal fractures, antiseptic spray to nose 

and throat every two hours. Antisepsis 
to ear when escape of blood or spinal 
fluid is present. 


N 


Repeated spinal punctures, every 12 to 24 
hours. 

8. Intravenous hypertonic salt solution. 

9. Cisterna puncture. 

A word about spinal and cisterna punctures. 
A puncture of the subarachnoid space should Be 
conducted at all times with major operative pre- 
Disin- 


Area to be punctured should 


cautions. Thorough cleansing of hands. 
fection of the skin. 
never be a small “dab” of iodine, or worse yet, 
mercurochrome. A lumbar puncture is usually 


performed through Quincke’s or Tuffier’s point, 





and should demand a skin preparation inclusive 


laterally the iliac crests, above the second lumbar 
and below—second sacral segment. <A local an- 
aesthetic in the skin alzwvays—if patient is con- 
scious, it is necessary ; if unconscious, the absence 
of anaesthesia may rouse the patient to a resist- 
ant attitude and make an otherwise simple pro- 
cedure difficult. The skin should be punctured 
by a tenetome dgwn through the spinal ligaments 
to minimize the resistance of the skin to the 
needle, and thus allow more delicate touch felt 
Introduce the needle in midline and 
If lateral 


introduction is made, bloody fluid is likely to be 


for the tip. 
at right angles to the skin surface. 


obtained that is not of intraspinal origin. Drain 





Fic. 6. Parietal and Midline. 


until monameter shows 12-16 mm. hg. or fluid 
drips instead of flows from a No. 19 needle. 
(See technique in article “Annals of Surgery,” 
May, 1927, page 75.) 
no more difficult, and should not be feared nor 


A cisternal puncture is 
put off too long. If release of spinal fluid does 
not give amelioration of signs of pressure, a cis- 
terna puncture is often the next step made. Wide 
skin preparation is advised, and should include 
an area from the mid-occiput to second dorsal 
vertebra. Puncture on a line on level of tips of 
mastoids—close to the under surface of the occi- 
put—placing the needle directly in at right angles 
Usually a needle of No. 19 calibre is 
This latter 


to skin. 
used and fluid withdrawn slowly. 
precaution is much more important to observe in 
cisterna than in spinal puncture. 

The spinal puncture is not only valuable in 
treatment, but often indicates, when all other 
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diagnostic measures fail, a differentiation be- 
tween prolonged shock and early concussion. I[ 
have never seen hypotension with concussion, 
although there are numerous reported cases of 
this kind. If spinal readings keep below 16 mm. 
of hg., little fear need be had. A rise demands 
more vigorous treatment. A saturated solution 
of magnesium sulphate per rectum in one ounce 
doses every two, four or six hours, is to be used, 
and is often sufficient to hold the pressure in 
safe limits. All sensory stimuli are to be avoided— 
light, sound, visitors, or excitement are to be 
eliminated. An ice cap to the head and neck is 
not only grateful to the patient, but aids in con- 
trolling the feared medullary edema. Liquid 
diet of fair caloric value is necessary; if nausea 
is present, 10% glucose solution per rectum is 
efficacious, not only as nourishment, but to avoid 
dehydration, which condition is capable of estab- 
lishing confusing signs together with the existing 
ones. 

Drugs should be avoided. Small dose of mor- 
phine or codeine may, under necessity, be used ; 
corresponding doses of atropine are given coin- 
cidently to counteract possible effects on the 
medullary respiratory center. If drug therapy 
is apparently indicated, the cause of the indica- 
tion is central, the lesion is already being treated 
as vigorously as is safe, and additional treatment 
by powerful stimulation is not only valueless, but 
often harmful. 

I am well aware of the opinions held as to the 
advisability of spraying the nose, throat or ears, 
with an antiseptic solution, if they show bloody 
discharge. I have both sprayed and carefully 
antiseptisized the cavity, placing a loose cotton 
pledget in place, and am guided as to which 
method to use by the amount of flow from these 
orifices. If carefully done, I do not think the 
danger of carrying outside infection is very great, 
and certainly the antisepsis is needed in these 
cavities to guard against an ascending infection. 
Spinal or cisterna puncture is indicated daily or 
bi-daily, if pressure is above normal and is kept 
up as long as the pressure is over 16 mm. of hg., 
or until pressure rises above this point and can- 
not be controlled, at which time operative pro- 
cedures are to be instituted. A tap will show the 
initial pressure, which should be slowly reduced 
to below 12 mm. Rising blood pressure may 
often be successfully treated by means of an 
intravenous solution of hypertonic salt solution 


repeated daily. 


I have used an intravenous in- 
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jection of 60 cc. of distilled water with satisfac- 


tion on several occasions. This is especially of 


value when dehydration is present, and operative 


measures are If the intravenous 


necessary. 





Fic. 7. Parietal into Temporal. 


treatment is used twice in the two hours preced- 
ing operation, checking with the Baunometer, at 
operation the brain bulk is found reduced, herni- 
ation less and the body fluid content that much 





Fic. 8. 


Fracture into Foramen Magnum. 


the greater. Cisterna puncture may relieve a 
pressure not otherwise controllable, and should 
be used more often than it is before a major oper- 


ation is instituted. 
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Operative opening of the cranium should not 
be avoided where indicated, nor be put off too 
long, but is often the spectacular rash proceeding 
when safer, less dangerous courses are open. 
Operative procedures are of many and various 
kinds, depending on the kind and position of the 
lesion. The entire head should be shaved, the 
scalp thoroughly cleansed with alcohol, benzine, 
ether and iodine. Anaesthesia is an important con- 
sideration. Local alone should be used wherever 
possible, and always used even when a general 
ether is necessary. Never use adrenalin chloride ; 





Fic.9. Right Mastoid Fracture. 


the pressure is too high already. This point is 
often overlooked, especially by those of us who 
are in the habit of using a local anaesthetic, for 
major work in other parts of the body. Many 
times the patient is only semiconscious and little 
or no anaesthesia is necessary, but to stop all 
sensory impulses a well-placed block anaesthesia 
is essential ; I have never found the dura to have 
sensory sensations. The brain is likewise with- 
out sensation. For the simple relief of pressure, 
the temporal decompression as advocated by 
Cushing is to be preferred. This opening can 
readily be ronguered larger in any direction. A 
Crown trephine or an Albee saw are both efficient. 
Intracranial work should be carried out as indi- 
cated by: Ist, the appearance of hemorrhage, 
either in the form of clot or active bleeding ; 2nd, 
appearance of the dura or the underlying brain. 
It is rare that the incision of the dura is not indi- 
cated. With bluish, dusky-colored bulging brain 


tissue, boldly puncture with a fair-sized needle. 
Little actual damage can be done, when care is 
exercised ; if blood is found, aspirate all that can 
be obtained at the time ; do not attempt a perma- 
nent drainage. If, on the other hand, a bulging 
brain is found without discoloration, gently push 
it aside and by using a convenient fissure, in the 
usual decompression area, the Rolandic fissure, 
the basal area may be tapped. A curved Kelly 
haemostat is not too large. If fluid under pres- 
sure is met, leave the forceps in place temporarily, 
and using them as a guide, introduce drainage, 
usually rubber tissue; a small soft tube is also 
efficient. If fluid is not met on the first attempt, 
search gently more anterior or posterior. If the 
brain is bulging, if no discoloration is present 
and the fluid is not found at the base, a puncture 
into the fourth ventricle is indicated. This con- 
dition is of grave import. The ventricle may be 
found to contain pressure fluid and can be re- 
lieved by puncture. As the ventricle should not 
be permanently drained, if one tap does not re- 
lieve permanently, and if the pressure again 
rises, the issue is usually fatal. 

Variations of operation may comprise a bilat- 
eral decompression ; the trephine and raising of 
depressions of the entire skull thickness or of the 
inner table alone; removing of piercing boney 
spicula into the brain tissue. I have seen sight 
restored within two hours after the removal of 
a sharp bone fragment. Large osteoplastic flap 
operations are not often indicated, and many 
times after recovery a brain hernia gives very 
distressing results. 

A venous sinus if opened accidentally, or torn 
into by a bone fragment, is controlled by means 
of gauze, gently, firmly, and carefully packed in; 
iodoform gauze, 5%, is my preference on ac- 
count of its mildly antiseptic qualities. Infection 
is most to be feared following this procedure; 
clot is of secondary importance. 

Bleeding from the scalp can be controlled by 
a continuous whipping suture of heavy silk ; in the 
scalp wound margin, bleeding from the bone or 
from a particularly persistent bone venous chan- 
nel, bone wax is indispensable. 

An operation anywhere should proceed with 
all speed possible, but deliberation and care 
should never be sacrificed. In the head injuries, 
this latter is especially true. Speed should be 
sacrificed for gentleness and care when necessary. 
Mild hemorrhage during operation should be 
controlled with hot cotton pledgets, and these 
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cotton pledgets should be used for temporary 
walling off. The usual surgical gauze sponges 
should not be used. Rarely is a tie necessary in 


the dura, and never in the brain. 





Fic. 10. 


Right Frontal Fracture. 


On tapping the middle fossa or the ventricle, 
if a rush of fluid is encountered, immediately 
control it and allow it to drain off slowly. If too 
rapid release of pressure is permitted, a fatal 
collapse is imminent. A conscious patient will 
often groan, vomiting may take place, or a rapid 
pulse and respiration will become the dominant 
factors. If these latter signs are present, stop all 
procedures, and if a satisfactory amelioration of 
symptoms does not ensue within three minutes, 
apply temporary dressings, give quickly acting 
cardiac and respiratory drugs. Usually a rapidly 
fatal termination results. 

If drains are left in the cranial cavity, they 
must be removed not later than the fourth day 
after operation. Often twenty-four to forty- 
eight hours is sufficient. A wet dressing of hy- 
pertonic salt solution and an ice cap aids in keep- 
ing up the drainage. All palliative procedures, 
except lumbar and cisterna punctures, may be 
used in post-operative care. 

Digi- 


talis or bromides or what not may be used with 


I have said very little regarding drugs. 


discretion where indicated, and more especially 
after a definite diagnosis has been made, or after 
operation. The use of alcohol, strychnine, mor- 
phine, or codeine, soon after the injury, should 


usually be frowned upon; they serve many times 
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to cloud the very signs that are of extreme im- 
portance. If painful injuries other than the head 
have been sustained, and morphine is absolutely 
necessary, use a small dose and guard it well with 
atropine. Make a mental note of it, or if a con- 
sultant is called, be sure to state the fact of hav- 
ing given morphine, so that due allowance may 
be made for any unusual change not readily 
accounted for. 

A study of all head injuries will show the 
greatest numbers of recoveries in cases when 
palliative treatment was used, but this is due to 
the fact that these cases are of the less severe 
type, rather than that operative procedures are in 
themselves the cause of a higher mortality. 

General Summary.—The prognosis depends 





Fic. 11. 


Occiput and Left Frontal Fracture. 


upon the severity of the initial lesion, the prompt- 
ness with which a proper diagnosis is made, and 
the plan of treatment carried out. Fixed pupils 
at the onset of the lesion usually indicate a grave 
outcome. Cases with mild concussion, even mild 
extra dural hemorrhage, usually recover com- 
pletely with palliative measures. Small areas of 
pressure from bone or hemorrhage that are re- 
lieved with fair degree of promptness, are not 
serious. 

Internal brain, ventricular pressure, is serious, 
while prompt relief of basal pressure very often 
results in complete recovery. Loss of brain tis- 
sue and laceration of the brain often are of sur- 
prisingly little import. Sepsis in the form of 
meningitis is the most to be feared in a com- 
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pound fracture or post-operatively, and is usually 
fatal. The treatment in this complication is, of 
course, that of prevention. Persistent headache, 
giddiness or even syncope are not unusual symp- 
toms which may persist for months after a 
severe brain lesion. Constant care and attention 
to hyper or hypotension of the blood pressure and 
free catharsis should be carried out for at least 
six months. Post-operative nursing and care is 
essential to recovery, and should be as carefully 
planned and carried out to the letter as the oper- 
ative procedure. One act of carelessness, or one 
detail overlooked, may mean the difference be- 
tween success or failure in recovery from a 
fracture of the skull. This includes from the 
time of accident to complete recovery. 

In summary, I wish to add that the conduct of 
the case depends upon careful, systematic study, 
of signs and symptoms of the particular patient, 
together with sound surgical judgment, at the 
time when these signs and symptoms first become 
evident. 

DISCUSSION 
Dr. E. H. McRae, Tampa: 

We have listened to a very complete and thor- 
ough paper, as I see it, on fractures of the skull. 
It would be futile for me to discuss at length the 
different interesting points that Dr. Wells has 
given us. I will therefore only stress a few of 
the points of interest to me in head injuries. 

Every head injury, in my opinion, should be 
considered a serious condition and should be 
carefully watched at all times. Another point is 
this: that all head injuries should be X-rayed, 
regardless of how insignificant you believe the 
symptoms which exist. 

Another point of interest is the Frazier rule 
regarding the pulse rate crossing the pulse pres- 
sure. That, I believe, is a standard thing and 
we cannot go wrong by adhering to this principle. 

Dr. Wells did not bring out in his paper head 
injuries of children. It is well for us to remem- 
ber that the pulse rate is higher in children, the 
pulse pressure lower, and the pressure of spinal 
fluid is lower than in the adult. So, this is a point 
well to remember in determining the amount of 
pressure or the extent of intracranial concussion. 

Compound Fractures.—I think it is well where 
you have devitalized tissue to thoroughly cut 
away, in other words, do a complete debridement 
of the wound, in order that you get back to a 
good blood supply. Also to prevent infection of 
the wound. 


Another good routine is to use antitetanic 
serum as a prophylactic. As a rule nearly all of 
our head injuries are produced in this day and 
time with the automobile. All of you on general 
service in the hospital realize the number of head 
injuries suffered today. In many instances those 
injured are thrown out and come in contact with 
the soil, and for that reason antitetanic serum is 
indicated. 

Regarding drainage: I do not believe it is 
proper to leave drainage longer than twenty-four 
hours unless it is an exceptional case. There are 
some good men who do not use drainage in the 
majority of their cases. 

I want to again express my appreciation of Dr. 
Wells’ excellent paper on this subject. 

Dr. Harold D. Van Schaick, Jacksonville: 

I want to thank Dr. Wells for a most thorough 
and well-balanced paper on this subject, as it is 
one of increasing importance to all medical men. 

There are one or two points to be stressed. 
Complete and exact knowledge of the circulation 
of the cerebrospinal fluid is an absolute necessity 
to intelligently treat fractures of the skull and 
their complications. 

Classification is of scientific interest but of 
greater importance is the knowledge whether 
there is a depression, increasing intracranial pres- 
sure or hemorrhage. If there is depression or 
hemorrhage, an operation must be done at once. 
If increasing intracranial pressure is present, as 
manifested by restlessness, increasing pulse and 
temperature, then decompress, do spinal punc- 
tures or administer dehydrating agents as you 
choose. Do not give morphine as ordinarily these 
patients do not have a great deal of pain. This 
drug soothes the patient and conceals from the 
doctor the chief sign of cerebral irritation: rest- 
lessness. Have the temperature, pulse and res- 
piration taken every thirty minutes and in the 
face of restlessness, increasing pulse and tem- 
perature, regardless of your personal choice as to 
treatment, decompression must be done to save 
the patient. 

The measurement of the cerebrospinal pres- 
sure by the manometer, I believe to be valueless. 
and to base one’s decision for or against an oper- 
ation on one or two points, more or less up or 
down a manometer gauge, is as erroneous as to 
place absolute faith in any mechanical diagnostic 
device. 

The indications for decompression are depres- 
sion of the skull, hemorrhage, paralysis and in- 
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creasing intracranial pressure. Operations per- 
formed too early bring discredit on surgery, as a 
patient with sufficient brain damage to die within 
a few hours after an accident will die in spite of 
the best performed decompression. 

If one is doubtful at times as to which side to 
decompress in certain cases of hemorrhage, a 
drill hole on either side with a small incision 
through the dura will tell the story and frequently 
prevent an unnecessary operation. 

Dr. Mary Freeman, Perrine: 

I have enjoyed this paper very much. And I 
thoroughly agree with ice packs for the head, 
but I also put hot water bags to the feet and 
limbs. I get all of the blood from the head that 
I can. 

Now, I use morphine. 
reflex system you will often save a patient from 
an operation, which is safer for him. 

When a patient receives a serious head injury 
I direct them to leave him where he is until I get 
there. J am very particular about how that pa- 
tient is moved. I believe in the X-ray if you are 
in reach of the X-ray, but if you are twenty 
miles from the X-ray you had better just move 
that patient in the shade or somewhere and put 
heat to the body and cold to the head and give 
him morphine enough to quiet him (not an ex- 
cessive dose; % gr. will very often answer the 
purpose), until you get signs that you need to 
I have had them bleed from the ears 
I would 


If you will quiet that 


operate. 
and still recover without operation. 
have favored an operation had the signs gone on 
for it. But with these head injuries you had 
better follow the second letter of the alphabet, 
“letter B,” for quite a while. 
CONCLUSION 

Dr. J. Ralston Wells, Daytona Beach: 

I have several slides to run over very hurriedly 
X-ray of the skull is very difficult 
for us to put on lantern slides. 

Figures 1 AND 2.—This is a man, age 35 years, who 
had a “Y” shaped fracture in the right parietal bone 
running into the temple and to the base. The basal 
fracture was seen very readily. He was not operated 
until the third day, when pressure signs developed. Op- 
eration—tap and drain of middle fossa—recovery. 

_ Ficures 3, 4 ANp 5.—Little girl, 4 years old, had been 
hit by the bumper of automobile. Fracture, as you may 
see, of the occiput, a depressed stellate fracture with one 
long limb running forward. This entire fracture was 
very much depressed. There was no basal involvement. 
She was treated by primary operation and in four hours 
by major work relieving the depression. It is interesting 
to note that blindness ensued one hour after accident. 
At second operation a long spicule of bone was removed 
from the brain cortex with perfect recovery of eyesight 
tn 2+ hours. 


in conclusion. 
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Ficure 6.—This is a fracture of the vault in a child 
of 6 years, which you see running down into the midline 
and branching off to right parietal. No severe symp- 
toms; treatment: rest in bed until pulse resumed normal 
rate, 16 days. Recovery. 

Ficures 7 AND 8.—This is a man 58 years, with a left 
parietal fracture running into the temporal region, and 
a linear fracture of the vault. It is interesting to note 
that this patient also had a fracture running into the 
foramen magnum. No complications for four days, then 
developed a sudden hemiplegia. That means a care- 
lessness in watching. That patient was not brought into 
the hospital early. He was watched at home, and when 
the paralysis developed he was rushed into the hospital 
just in time to be decompressed. Paralysis passed off in 
a few days—recovery. 

Ficure 9.—This is a girl 18 years old with a right 
mastoid fracture. She was not X-rayed until long after 
the fracture happened. At the time of the accident she 
was not unconscious over ten minutes and was taken 
home with slight bleeding from the right ear. A physi- 
cian pronounced her perfectly all right. This girl fell 
on the ice in the North one month before X-ray examina- 
tion. The fracture is in the right mastoid region. There 
is a small arrow pointing to it. It is a very minute frac- 
ture. It was not operated. She was given no treatment 
whatsoever and developed severe headache and fainting 
spells; eight months after the fracture she was still hav- 
ing fainting spells, very severe headaches and was very 
nervous—all of which, I believe, with the proper treat- 
ment for the first four or five days, could have been 
prevented. 

Figure 10.—Man of 36 showing a fracture of the 
right frontal region, two small arrows can be seen if 
noted carefully. A few minutes of unconsciousness and 
slight bleeding from the nose ensued after the accident. 
A severe headache for about three days. No operation, 
no symptoms developed of trouble. Discharged on the 
7th day after accident. 

Figure 11.—The last is a fracture of the occiput and 
left frontal, stellate in both instances. Undoubtedly 
there was a basal fracture also, but emergency pre- 
cluded more X-ray work. Patient unconscious, bleeding 
from left ear, and nose. Sterterous breathing, unequal 
pupils, dilated on the left side, and very rapid pulse. 
Never regained consciousness. Died in 40 minutes after 
the accident. I think there was a hematoma in the 
occiput. Post mortem was refused. 

I want to thank Dr. McRae for his discussion 
on complications. I also give antitetanic serum 
in all head fractures, but rarely before twenty- 
four hours or sometimes as long as seventy-two 
hours after accident. I believe that a rising tem- 
perature from the serum may confuse use in the 
early symptoms, and the antitetanic serum is safe 
within two or three days after the injury for its 
use aS a preventive measure. 

I always operate, of course, for depressed frac- 
tures, as Dr. Van Schaick said. And I agree 
with you very thoroughly that a patient who is 
dying or is going to die in two to four hours 
probably is going to die anyway, and it is better 
to palliate to see if you can get them in a better 
condition because a table death is sometimes 
blamed on the operation rather than the injury. 
Don’t forget to operate early, but not too early. 

Dr. Freeman: I thoroughly disagree in giving 
morphine in these cases, particularly in border- 
line cases. 
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BRILL’S DISEASE* 
J. A. Mease, Jr., M.D., 
Dunedin. 

Typhus fever ordinarily is so rare that it is 
seldom considered by the physician in making a 
diagnosis. It is becoming more prevalent in the 
entire South, according to the United States Pub- 
lic Health Service, and it behooves all of us to be 
on the lookout for it. In the last two years a 
number of cases have been seen and reported in 
Pinellas and Hillsborough counties. 

This disease is known to be transmitted by the 
body louse, and as someone has said, “in inverse 
proportion to the amount of soap used.” No 
doubt all of you have seen typhus fever and are 
acquainted with its manifestations. I am not 
going to relate the classical textbook picture of 
typhus, of which the mild form is known as 
Brill’s disease, but describe it as I have seen and 
treated it here in Pinellas County. 

The positive diagnosis of this disease is made 
by titrating the blood serum of the patient against 
a strain of proteus Xi9 which was isolated by 
Weil & Felix in 1916 from the stool of a patient 
suffering from typhus fever. 

The following report covers patients suffering 
from Brill’s Disease seen in Dunedin, Clearwater 
and Palm Harbor. Cases of the disease were 
seen from April to October, 1926, during the 
period of summer heat and mosquitoes. Positive 
agglutinations of the Weil-Felix organism were 
obtained on three cases during the latter part of 
their illness. Agglutinations showing the reac- 
tion from “slight to partial” in 1 to 160 were ob- 
tained on four cases. Two sera were negative. 
In the cases showing negative and partial agglu- 
tinations, the blood was not obtained for titration 
for an average of three months after the patients 
had recovered from the disease. Inasmuch as 
the titre decreases and becomes negative in a few 
months after the recovery from Brill’s disease, 
this could explain the low titre obtained in some 
cases, which was probably much higher during 
the latter part of the illness. In twenty-one 
cases, sera for examination were not obtained, 
due to the fact that there were so many ill and 
The thirty 
cases which this report covers were all negative 
No malarial para- 


no hospital facilities were obtainable. 


for typhoid, para A and B. 
sites or spirochetes were found in the blood 
smears, which were taken many times. Dengue 
was ruled out not only by the course but by phy- 


*Read before the Pinellas County Medical Society, 
Clearwater, Jan. 13, 1928. 


sicians who had seen dengue in all its manifesta- 
tions, and by several of the patients who had had 
dengue and who said that this fever was “entire- 
ly different.” This disease more nearly resem- 
bles typhoid than anything else, and I believe it 
can be differentiated sometimes from typhoid 
only serologically. 

A description of Brill’s disease, as seen here, 
follows: 

I divide the disease into three stages: the pre- 
eruptive, the eruptive, and the post-eruptive. 

In the pre-eruptive stage, which lasted from 
three to five days, the patients were feeling well 
before the onset, which was rather abrupt, some 
of them going to bed feeling well and getting up 
in the morning with a headache and feeling bad. 
The headache was very severe and codein in 
therapeutic doses failed to relieve it. Pain in 
the eyes and “back of the eyes” was also com- 
plained of. A distinct chill, lasting thirty or 
forty minutes, or chilly sensations were always 
present, most often the first or second day. Nau- 
sea, vomiting, pains all over the body, especially 
in the head, back, arms, legs and splenic area, and 
vertigo were present. Sometimes a bronchitis is 
present at the onset. The fever during this stage 
is remittent, but never entirely leaves the patient ; 
the fever becomes continuous during the eruptive 
stage. The pulse never was over 100 and respira- 
tions about 20. 

The eruptive stage lasts about one week. A 
characteristic rather offensive odoris emitted from 
the breathand body. The skin usually has abluish 
tinge. The rash is macular and maculapapular 
and does not entirely disappear on pressure. It 
is first noticed on the chest and back, then on the 

It was not ob- 
The rash is red 


arms, then on the legs and face. 
served on the palms or soles. 
and definitely raised ; it disappears in five to seven 
days. Occasionally the rash persists as brown- 
ish discolorations after the patient is afebrile. 
During the eruptive stage the temperature re- 
mains fairly constant from 103° to 105° F., but 
has gone as high as 106° and remained there for 
one-half hour. The patient during this period 
is very restless, refuses all food; everything 
offered, including water, “tastes bad,’ and some 
patients accused their nurses of trying to poison 
them because the water tasted so peculiar. The 
patient may become maniacal. He may not rec- 
ognize any of the family or friends and believes 
He tries to get out of bed 
The bowels may be con- 


them to be enemies. 
and requires restraint. 
stipated or loose. The spleen may or may not 
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The pulse often becomes dicrotic 
The pa- 


be enlarged. 
and the nose may bleed a few drops. 
tient is very toxic. 

The post-eruptive stage begins when the rash 
starts to fade, that is about the fourth or fifth 
day from its appearance, and it fades usually in 
three or four days, but may leave brownish dis- 
colorations on the skin when the patient is con- 
valescing. During this stage the temperature 
has wide daily variations. ‘The patient has ex- 
The 


pupils may be dilated and spleen disappears. ‘The 


hausting sweats and loses weight rapidly. 


convalescence is fairly rapid and weight is quick- 
ly regained. Usually the fever terminates either 
by crises or rapid lysis when the rash fades, but 
may persist as slight morning rises for two or 
three days and is then subnormal for three or 
four days. 

The physical examination is conspicuous by 
its absence and only reveals a slight non-purulent 
conjunctivitis, slight retinitis, coated tongue, and 
sometimes an enlarged and tender spleen, which 
may be associated with a general glandular en- 
largement. ‘The pulse is usually under 100 and 
in the eruptive stage may become dicrotic. Res- 
pirations are regular and are usually about 20. 
The blood pressure shows a progressive drop, 
often amounting to 30 m.m. of hg. The systolic 
pressure falls more than the diastolic pressure. 
The 
The 


first sound of the heart is lessened and may be- 


The diastolic fall is usually less than 20. 
pulse pressure is often not more than 20. 


come inaudible. 
LABORATORY FINDINGS 
There is a leucocyte count usually under 9,000, 
with a polymorphonuclear count of 60 to 80. The 
fairly normal throughout the 
The 


urine shows hyaline and granular casts with a 


red cells look 


course, and the hemoglobin may be only 50. 


few pus cells and usually negative albumin and 

sugar. The blood culture in bouillon was sterile. 
Complications: Bronchitis, nephritis, myocar- 

ditis, and acute mania. 

codeine, forced 


Treatment: Symptomatic ; 


fluids, alkalies, digitalis. Quinine, I believe, is 
contraindicated. Pills of acriflavine were given 
with apparently beneficial results. Blood trans- 
fusion is highly recommended. 
REPORT OF CASES 

Mrs. W. M. White, female, aged 34, married. 
Past history: had pneumonia in 1916, malaria 
July. 27th patient 
Woke up the 


next morning with a temperature and severe 


in 1922, otherwise negative. 
had a slight chill in the evening. 
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headache. July 28th, temperature was higher 


and headache worse. She also began to ache all 


Nau- 


sea and vomiting, with loss of appetite, continued 


over and had a pain over the splenic area. 


until August Ist, when a macular rash appeared 
over the trunk and extended to the extremities 
and face. Her temperature from then until Au- 
gust 8th stayed around 104. 
tion was negative except for a dusky hue to the 


Physical examina- 
face and large and tender spleen. Retinitis, con- 
junctivitis, coated tongue, and peculiar odor. 
Rash began fading August 5th and was gone 
August 7th. 
August 7th and was normal the 10th. 
From the 7th to the 
Blood 
agglutinations negative for typhoid, para A and 


Her temperature began dropping 
Spleen 
was not palpable on the 7th. 
10th the patient had exhausting sweats. 
B. Blood smear showed no malaria. Aggluti- 
nation for Weil-Felix not obtained. Blood cul- 
ture negative. 

E. B. 
Past history negative except for childhood dis- 
Had a slight 


White, male, age 36, married, laborer. 


eases ; had been well all his life. 
chill September 9th, during the night, and the 
next morning had a severe headache and fever. 
He kept on working, however, but the following 
day he felt still worse, and took to his bed that 
night. He had a temperature of 103, physical 
examination negative except a slight bronchitic, 
retinitis, coated tongue, dusky discoloration of 
the skin, and peculiar odor. Blood count was 
5,400 leucocytes; polymorphonuclears 62, lym- 
phocytes 38. Blood pressure 130 over 95. He 
was given codeine without relief. The next day 
his temperature was 104. He was restless and 
complained of pains and aches all over, and vom- 
His pulse was 


For the 


ited everything, including water. 
100. 
next week his condition grew worse, his tempera- 


That evening his rash appeared. 


ture remained high, and his pulse became irregu- 
lar in rate and rhythm. Heart sounds diminished 


and first sounds became inaudible. His urine 
contained many casts, blood, and albumin, but 


His 
Blood pres- 


his white counts stayed less than 8,000. 
breath and body had a foul odor. 
About the twelfth 


day of his illness his condition began to improve. 


sure dropped to 90 over 65. 


His heart became regular and his temperature 
had wide daily variations. His 
This lasted about four 


rash faded. 
Sweats were exhausting. 
days and he was afebrile. He lost thirty pounds 
of weight, but was apparently all right and had 
His blood 


agglutination was positive in greater dilution 


regained his weight three weeks later. 
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than one to 320 for proteus X19. Blood culture 
negative on the second and eighth days of his 
illness. 

C. M. White, male, age 25, laborer, single. 
Past history negative except for childhood dis- 
eases ; he had had typhoid fever nine years pre- 
viously, and had been vaccinated with triple 
vaccine against typhoid four years previously. 
April 10th, had a slight chill while at work, came 
home and went to bed. April 11th, he woke with 
a severe headache and fever. His examination at 
this time: face had a dusky hue, breath peculiar 
odor, and tongue coated. The next three days his 
chief complaints were : constipation, headache, bad 
taste in his mouth, and aching all over. April 
15th a rash appeared similar to typhoid rash and 
lasted about five days, after which it disappeared. 
His spleen enlarged about the time his rash ap- 
peared and disappeared a day or so after his 
rash. He was not particularly restless during 
his eruptive stage, but during this stage he had 
a slight nose bleed. His temperature gradually 
fell when his rash disappeared, so that he was 
afebrile by the 13th day. His blood pressure at 
the beginning of his illness was 120 over 80; at 
the termination, 90 over 60. His pulse was be- 
low 100 and was dicrotic during his eruptive 
stage. His white blood count stayed below 9,000. 
His Weil-Felix reaction was positive in dilution 
greater than one to 320. 

H. H. White, male, age 38, fireman. Past 
history negative except for lead poisoning; he 
had formerly been a painter. September 3rd he 
woke with a severe chill, headache and fever. 
The examination at this time showed a coated 
tongue, foul breath, conjunctivitis, retinitis, 
slight bronchitis, and a tenderness over the 
splenic area. The spleen was not enlarged. The 
next four days he complained of a bad taste in 
his mouth, severe headache, pains all over his 
body, nausea and vomiting. His temperature 
during this period rose to 105. On the fifth day 
his rash appeared and stayed until the tenth day, 
when it disappeared. During this time he was 
restless, couldn’t sleep, took fluids grudgingly, 
was constipated, and for two nights maniacal, 
needing restraint to keep him in bed. On the 
tenth day his temperature began to drop; he had 
wide daily variations of temperature and sweat- 
ing was profuse. Weakness during this period 
was marked. His convalescence was uneventful. 
He was afebrile on the 15th day of his illness. 
His agglutination for the Weil-Felix organism 
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was positive in dilution greater than one to 640. 
Blood culture was negative. 

The case histories and progress of the other 
cases would be merely a repetition of the cases 
already cited and therefore are omitted. 

Several significant facts were noted in this 
outbreak : 

1—The close relation, clinically, of this fever 
to typhoid. 

2—Vermin were not found in any cases. Mos- 
quitoes were numerous ; in some cases where the 
sick were exposed to mosquitoes others in the 
same household had the disease, and where mos- 
quitoes were kept away and the patient properly 
screened only one case occurred in the household. 

3—The disease was mostly among laborers and 
out-of-door workers, especially the men. Twen- 
ty-eight cases occurred in men and two in women. 
There were no deaths. 

4—Nephritis was present in all cases. My- 
coses in the urine, both voluntarily passed and 
catheterized, were observed in nearly all cases 
and were grown on glycerine gelatine in the 
hanging block preparation. Mycoses were also 
demonstrated in the stomach washings of one 
case having a positive Weil-Felix ; they were also 
found in the stool and sputum. Ordinarily the 
mycoses are found in centrifuged urine which 
“contained no sediment” and would, in routine 
work, be thrown away. The clear centrifuged 
urine should be examined just the same as if it 
contained sediment, to find the mycoses. Casts 
were also observed containing mycelial threads 
and apparently spores. Mycosis is usually found 
about twelve to twenty-four hours before the 
urine becomes loaded with casts, but also occurs 
in the presence of casts and may be found 
throughout the febrile period. Daily urines were 
run on all these patients. The type of mycosis 
found could not be determined, due to the lack 
of laboratory and hospital facilities. 

CONCLUSION 

3rill’s Disease is probably more prevalent than 
we suspect. It may be transmitted by some type 
of mosquito as well as by vermin, and have as an 
intermediate host some rodent. Also, the cause 
of Brill’s Disease may not be the bacillus typhi- 
exanthematici nor the Richettsia-Prowazeki, as 
is supposed, but may be a general systemic infec- 
tion of some type of mycosis. 

Every case of fever suspected of being typhoid, 
with a negative Widal, should have an aggluti- 
nation for the Weil-Felix organism. 
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TANNIC ACID TREATMENT OF BURNS* 
N. A. BALtTzELL, M.D., 
Marianna. 

In this, the greatest industrial age of all time, 
with its consequent disabling injuries, no small 
percentage of which is due to burns, it is quite an 
essential economic as well as a humanitarian con- 
ception of the subject of the treatment of this 
horribly painful, disabling, and ofttimes fatal 
condition, to know that a method has been de- 
vised which practically has met with all the re- 
quirements of a successful treatment in the ma- 
jority of cases. 

I. C. Davidson began the treatment of burns 
with tannic acid, and reported twenty-five such 
cases in 1925. From such experience he con- 
cluded: “The preliminary treatment of burns 
with tannic acid compresses followed by exposure 
to air, lessens toxemia. 

“After coagulation of the devitalized tissues 
with tannic acid, the application of a wet boric 
acid dressing apparently causes a return of toxic 
symptoms. ‘Tannic acid as an initial dressing of 
a burn is analgesic. 

“The subsequent use of the open air method 
causes minimal trauma, and promotes general 
comfort. The local astringent effect prevents 
the loss of body fluids. 

“Secondary infection ismarkedly limited by the 
absence of a favorable nidus for bacterial growth. 

“Scar tissue formation has been less marked 
than that observed after treatment by other 
methods. 

“The protective layer of coagulated protein 
forms a scaffold for the growth of young epithe- 
lial cells over the denuded surface.” 

The method of treatment in general as outlined 
by Davidson is as follows: 

“Immediately upon seeing the patient a proper 
dose of morphine sulphate is given hypodermic- 
ally to relieve the intense pain. 

“The burned surface is covered with sterile 
gauze dressings, held in place by loosely applied 
sterile gauze bandages. 

“A 2%9% aqueous solution of tannic acid is 
freshly prepared, and dressings are soaked with 
this solution ; applications made every hour. Just 
here it is to be impressed that a fresh solution of 
tannic acid only must be used; as it deteriorates 
upon standing into the far less astringent and 
efficient gallic acid. 





*Read before the Tenth Annual Meeting of the Florida 
Railway Surgeons’ Assn., St. Augustine, April 1, 1929. 
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“Dressings are to be inspected at 12, 18, and 24- 
hour intervals, to observe and prevent any caustic 
effect if present upon the deeper tissues produced 
by the applications. 

“When a light brown color has appeared on 
burned surface all dressings are removed ; if the 
removal process meets with an adhering of dress- 
ings the solution is used again to assist in loosen- 
ing them, so as to prevent any further trauma 
or pain. 

“The wound is thereafter left exposed to the 
air, but is carefully protected from mechanical 
injury, chilling, or bacterial invasion, by a suit- 
able cradle draped with sterile linen. In the more 
serious cases, artificial heat is applied, by means 
of one or more electric light bulbs, placed in the 
cradle to keep up body heat as well as to hasten 
the drying process. 

“More intimate contact between the burn and 
the tannic acid solution can be obtained by use of 
spraying the solution on surface of burn with 
an atomizer. 

“This is done every 30 minutes, until surface 
becomes brown ; blebs are opened as soon as they 
form, and epidermis is removed as soon as it 
separates.” 

It has likewise been suggested more recently 
by Wilson of Edinburg that a light general anes- 
thesia be given, ether and oxygen preferred, and 
a thorough cleansing of the burned area carried 
out ; all blisters are opened and evacuated and all 
epithelium which is loose or raised by blistering 
must be completely removed in order that the 
tannic acid solution may come in more direct con- 
tact with the burned tissues beneath; it being in 
this tissue that toxin formation and absorption 
occurs, and coagulation of it must be secured. 

The area is rapidly cleansed by ether, which 
exerts a drying as well as an aseptic effect, and 
is especially recommended by him in the handling 
of all cases of burns that have already been 
treated with oily mixtures when first seen; for 
grease will of course prevent effective contact 
of the watery solution of tannic acid. 

With reference to above advised cleansing 
process, whenever such plan can safely be done, 
it will be ideal, but I would not recommend in 
very deep, or otherwise serious burns, involving 
a very great percentage of body surface, the use 
of a general anesthesia to procure the results; 
for we all know the serious amount of shock 
attendant upon burns, with the already great re- 
duction in body temperature. 
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In uncomplicated cases the progress of heal- 
ing advances under cover of protected coagulum 
layer. 

In superficial lesions epithelium covers the raw 
surface completely in from 10 to 16 days. 

In deep lesions the coagulated layer remains 
firmly attached to the subcutaneous tissue until 
loosened by the growth of granulations, usually 
between the 12th and 20th days ; the crust should 
be left until it can readily be peeled up, after 
which sterile vaseline dressings can be advan- 
tageously applied. 

Treatment of infected cases, as evidenced by 
pus formation, is exceedingly rare, and is usually 
associated with the formation of sloughs in more 
deeply burned areas. In such cases a collection 
of pus may float up the coagulum which should 
then be stripped off; or if persistently adherent, 
the application of vaseline to crust will facilitate 
its removal. 

In no case should wet dressing be applied to 
coagulum—only when crust has detached itself 
or been removed are wet dressings permissible. 

GENERAL TREATMENT 

Symptoms of shock, toxemia, and_ sepsis, 
should be treated along general lines. 

Shock.—Avoid undue exposure to cold. Give 
hypodermic morphine sulphate to relieve pain 
and stabilize the nervous system. 

Restore normal body temperature, administer 
fluids by mouth or hypodermoclysis. 

Acute Toxemia.—This condition comes about 
as a result of toxins produced by autolysis of 
proteins in burned area; the coagulation of these 
proteins by the tannic acid solution, renders them 
non-absorbable, and is a true prophylactic meas- 
ure of great worth. 

However, when toxemia does occur, it should 
be treated similarly to shock, but continued 
longer; fluid administration and the elimination 
of waste products should be emphasized ; hypo- 
dermoclysis and fluids by mouth should be forced. 

Septic Wounds.—These should be treated by 
removal of coagulum and wound left open, thence 
treated as any other open granulating surface. 
The incidence of general sepsis increasing with 
the depth of burn, the presence of fluid, especially 
in blisters, and the number of hours before treat- 
ment was instituted, is concomitant with early 
toxemia and should be treated as such. 

Mortality 

In Wilson’s series of fifty cases of burns 

treated by the tannic acid method, the death rate 
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was 8%, with an average of 23% area involve- 
ment. Only one death occurred from toxemia, 
one from shock, two from sepsis and exhaustion. 
When we consider that the average death rate 
from acute toxemia in burns is 60%, we can 
readily appreciate the effect of this treatment. 

3ancroft and Rodgers reported 114 cases thus 
treated with 20% death rate. 

My personal experience with the treatment of 
burns with tannic acid, as outlined, has been lim- 
ited to 9 cases; six of this series were children; 
one, 3% years of age, with 30% involvement died 
of shock. The others, ranging from 18 months 
to 16 years of age with an average area involve- 
ment of 14% recovered with little or no scarring, 
all of whom suffered burns of second degree. 
The most impressive element of the treatment 
was the very ready relief of pain shortly follow- 
ing application of solution. The remaining three 
cases were adults ; one, a negro, with a 20% burn 
of second degree, who suffered considerably from 
a toxemia and afterwards pus, under the coagu- 
lum; in all probability due to the fact that he ap- 
plied at home “‘carbolic water” to the dried crust. 
He recovered, but not without more or less scar- 
ring of surface. 

The remaining two cases, one of whom had a 
20% involvement of tissue, healed in three weeks 
with no scarring or other untoward effects. 

The other case was a burn of first and second 
degree of not more than 10% involvement, and 
healed readily without complications. 

SUMMARY 
The outstanding features of this treatment 


(1 


as compared to other forms of treatment are 
the soothing and analgesic effect as primarily 
produced by the application of these dress- 


ings or sprays. 


bo 


The prevention of absorption of toxins into 
the circulation by the active process of coag- 
ulation of damaged tissue, thus rendering 
these tissue products non-absorbable, and 
hence the reduction of toxemia to a very 
marked degree, preserving the body fluids, 
thus limiting blood concentration. 


Ww 


Pus formation is usually prevented in super- 
ficial burns treated by this method, due to 
the absence of a favorable nidus for the 
attack of bacteria; but when pus does form, 
it occurs so late in the progress of the case, 
that its general systemic effect is slight. 

Scarring is less evidenced than in other 


(4 


methods of local treatment, due to the pro- 
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tection extended to the growing epithelium, 
the reduction of sepsis and the lessened for- 
mation of granulation tissue. 

Death rate lowered as a result of less tox- 


on 


emia and generally reduced sepsis. 
(6) In view of the success of this treatment, and 
its simplicity of application, would recom- 
mend its use be extended. 
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VOLKMANN’S CONTRACTURE* 
(IscHEMIC PARALYSIS) 
A. R. Beyer, M.D., 
Tampa. 

The useless clawhand known as Volkmann’s 
contracture, or ischemic paralysis, is one of the 
most unfortunate sequelz of fractures or trau- 
matisms of the forearm. 

Volkmann’s contracture occurs following frac- 
ture of the elbow, forearm and wrist. It is usu- 
ally caused by the too tight application of band- 
ages or splints. It may be caused by excessive 
trauma to the soft parts at the time of injury. 
Prolonged exposure to cold is also said to be a 
causative factor. 

The average general surgeon may not realize 
how rapidly a grave ischemia may develop, nor is 
it definitely known. A few hours of constric- 
tion, certainly not longer than 6 to 12, may pro- 
The fact that this 
complication is relatively rare may cause us to 


duce most disastrous results. 


be somewhat negligent in our circumspect obser- 
vation of the case during the first few hours fol- 
lowing the application of bandages, splints or 
casts. 

The method of hyperflexion with the hand 
supinated, known as the Jones’ position, is most 
commonly used after reduction of supra-condy- 
This is an excellent method but 
the arm should be watched as closely for pain 


lar fractures. 


and swelling as though splints had been applied. 
It must be emphasized that the sole cause of 
ischemic paralysis is not always the improper use 
of splints, as the contracture has occurred when 
no splints or dressings had been used. 


—_—_. 


*Read before the Tenth Annual Meeting of the Florida 
Railway Surgeons’ Assn., St. Augustine, April 1, 1929. 
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The Massachusetts General Hospital reports a 
case of ischemia following an injury to the fore- 
arm in which no constricting dressing had been 
used—the arm having been allowed to lay on 
pillows undisturbed. 

Recently a Cincinnati surgeon was sued and 
damages recovered upon the grounds that his 
negligence in the treatment of a fractured arm 
was responsible for an ischemic paralysis that 
followed. In this particular case the arm and 
dressings had been inspected by the doctor in 
charge, but the dressings had not been removed, 
as they were not excessively tight and the pain 
and swelling not unusual. 

Since Volkmann’s paralysis most often occurs 
when the tissues have been traumatized and kept 
under tension, the etiology according to Scudder 
“The 


contracture is the result of prolonged interfer- 


may be summed up and expressed thus: 


ence with the normal circulation.” 

The damage to the muscle may be very slight ; 
it may be complete, or it may be of any grade 
between these two extremes, and it is impossible 
to determine clinically at an early time the extent 
of the damage. 

Leser has demonstrated experimentally that 
shutting off the arterial supply of an extremity 
On 
the other hand he demonstrated on dogs that a 


resulted in flaccid paralysis of the muscles. 


tight bandage on one of the extremities, without 
previous injury to nerve or artery, would cause, 
after five or six hours, a rigidity of muscles with 
loss of function quite comparable to the condition 
under discussion. At the end of five or six 
hours, if the bandages were removed and the dog 
allowed to run free, complete recovery quickly 
re- 
the 


de- 


ensued. If, however, the compression was 
moved, but the dog prevented from using 
extremity, loss of function and contracture 
veloped steadily to full degree. 

Experimental work and clinical observation 
point to traumatic myositis as the fundamental 
condition in causing Volkmann’s ischemic con- 
tracture. 

The external or internal pressure of the in- 
jured arm interferes with the circulation causing 
a venous congestion which secondarily raises the 
capillary pressure producing hemorrhage and 
edema in the muscle fibers. Muscle degenera- 
tion follows, with connective tissue replacement 
as the end result. In this fibrous cicatricial mass 
may be tendons, fascia, nerves and muscle rem- 


nant. 
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Nerve injury is generally a complication and 
occurs in about 60 per cent of cases. Primary 
nerve injury may be the result of the accident 
and may involve one or all of the nerves partially 
or completely. The ulnar and median are the 
nerves usually involved, the musculo-spiral es- 
caping. The complications may be secondary ; 
and by far the greater part of the 60 per cent 
belong in this class. Nerve manifestations may 
occur early as a result of the swollen muscles, or 
more frequently, later as the result of cicatricial 
constriction. Interference with function is 
usually only partial but may be complete. 

The symptoms of Volkmann’s ischemia vary 
with the progress of the contracture and may be 
so insidious in the beginning as to escape the 
attention of the doctor, family or nurse. The 
pain may or may not be severe and may be 
looked upon by all concerned as the usual pain 
expected in fractures and therefore the dressings 
may not be removed or even examined. The de- 
gree of pain, swelling, discoloration, anesthesia, 
and deformity depend upon the group of muscles, 
nerves and blood vessels involved in the constric- 
tion. In twenty-four to forty-eight hours vesi- 
cations may appear on the arm at the points of 
greatest pressure; the fingers become swollen, 
discolored and numb. On examination of the 
muscles there is a board-like hardness, and any 
attempt to extend the fingers causes intense pain. 
When this stage is reached ischemia is well estab- 
lished with the characteristic clawhand, and the 
only period in which successful measures might 
have been used to prevent ischemic paralysis has 
passed. 

In considering the treatment of Volkmann’s 
contracture it must be remembered that this con- 
dition is obviously many times the fault of the 
surgeon and therefore the prophylactic treatment 
is of the utmost importance. First ischemia 
should be differentiated from anterior poliomye- 
litis, peripheral nerve paralysis, and Little’s 
disease. 

3efore proceeding with active treatment it is 
necessary to determine the length of time the 
contraction has existed and the extent of nerve 
This data will 
In cases of 


injury and muscle destruction. 
determine the type of treatment. 
several months’ duration when the paralysis has 
reached its maximum, little improvement can be 
accomplished without operative procedure. If 
the case is seen within a week or two good re- 
sults are obtained by daily massage and muscle- 
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stretching. Massage should be carried out with 
great care. There should be no undue force used 
to cause pain or subsequent soreness or swelling. 
Massage should be given twice daily and con- 
tinued for a period of months or possibly a year 
or two. Hydro- and electro-therapy may be ben- 
eficial and may be used in conjunction with mas- 
sage. 

The muscle and tendon-stretching requires 
great care and judgment and should never be 
done while the patient is under an anesthetic. 
Any extreme measures instituted in this course 
of the treatment will defeat its purpose. Great 
harm may be done by over-enthusiastic mas- 
seurs. The manipulation of an ischemic arm 
must be carefully supervised by the surgeon. 
One of the best methods of tendon and muscle- 
stretching is by the daily application of the banjo 
splint. This can be applied and the tension so 
regulated that it is possible for the patient to 
wear it all day, or during the entire night with- 
out disturbing his rest. If the tension exerted 
is sufficient to cause pain and discoloration of the 
parts it is too great. 

If the intelligent and prolonged non-operative 
treatment fails to show satisfactory improvement 
then operative means must be considered. How- 
ever, no case should be operated upon before the 
contracture has reached its maximum. 

There are several operative procedures sug- 
gested to improve this condition: (1) sufficient 
lengthening of the contracted flexor tendons of 
the forearm to allow full extension of the fingers 
with the wrist extended; (2) neurolysis with 
the transplantation of the nerves to subcutaneous 
tissues ; (3) myotomy and tenotomy as required ; 
(4) shortening the ulna and radius by resection 
and the removal of a portion of each sufficient to 
allow full extension of the fingers when the hand 
is extended. 

The results following these various operative 
methods have in many instances been very satis- 
factory. 

CONCLUSION 

Pain and swelling developing in a few hours 
after the application of splints to a fractured arm 
is a warning signal. If the pain and swelling is 
not relieved at once, the deplorable complication 
of ischemic paralysis may be the result. 

The preventive treatment is most important 
and this fact cannot be stated too emphatically. 
Remove all dressings as soon as pain and swelling 
occur and temporarily disregard the fracture. 
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HEMORRHAGE OF OVARIAN ORIGIN— 
CASE REPORT* 


GEORGE FREDERICK OETJEN, M.D., 


Jacksonville. 


The case of ovarian hemorrhage reported at 
the last meeting of this Society, prompts me to 
relate a case complicated by acute appendicitis, 
that recently came under my care. 

A young, unmarried white girl, aged 16, who 
had been in good health, was seized with violent 
cramp-like pain in the hypogastrium and right 
iliac fossa, associated with nausea and vomiting. 
Her menstrual periods had previously been of 
irregular occurrence, and accompanied by much 
pain and followed by short periods of amenor- 
rhea. J 

The pulse was 110, and the temperature 98 
degrees. The entire abdomen was tender to pal- 
pation with moderate rigidity of the right rectus 
muscle. The percussion note was tympanitic 
over the right lateral abdominal region and flat 
over the left inguinal region. White blood count 
was 14,600 and polys. 85%. Clinical examina- 
tion led to a diagnosis of appendicitis. 

A right rectus inicision was made. On open- 
ing the peritoneum free blood escaped and altered 
blood of a thicker consistency and large clots 
filled the pelvic region. About 500 cc. of blood 
was revealed, the left ovary proving the source. 
The left ovary was about 2% inches in diameter, 
cystic, engorged, and ruptured across its center. 
The left fallopian tube was congested and had 
several small cysts attached. The appendix was 
acutely inflamed and contained three fecaliths. 
The left tube and ovary were removed together 
with the appendix. Before final closure of the 
abdomen, the right adnexal region was examined, 
and the right ovary was found to be slightly cys- 
tic but otherwise normal. The menses appeared 
on the second post-operative day. Convalescence 
was uneventful and patient left the hospital on 
the twelfth day. 

On the 14th post-operative day patient com- 
plained of pain in left thigh and swelling of left 
ankle. Examination revealed tenderness to pal- 
pation over the left femoral vein and slight swell- 
ing of the left ankle. The pulse was 100 and the 
temperature 100 degrees. A diagnosis of left 
femoral phlebitis was made. After four days of 





*Read before the Duval County Medical Society, 
Jacksonville, March 6, 1929. 


rest in bed with elevation of the left leg, the tem- 
perature returned to normal, the swelling disap- 
peared and patient was free of pain. After a 
week of normal temperature, patient resumed her 
duties at school and at present is apparently com- 
pletely cured. 





BRACHIAL PLEXUS ANESTHESIA 
I. M. Hay, M.D., 


Melbourne. 


For operative work on the upper extremity, 
especially the reduction of fractures and disloca- 
tions, the brachial block of Kulenkamff should 
be carefully considered in the choice of an anes- 
thetic. 

The advantages of this type of procedure are 
numerous; it possesses all the advantages of a 
local over a general anesthetic ; it gives complete 
relaxation through paralysis as well as anesthe- 
sia; infection is not spread, as the needle does 
not enter the infected area; in the reduction of 
fractures and dislocations one can do very well 
without an assistant and there is sufficient time 
to set and reset boney fragmants with X-ray 
check by plates between operations. 

The disadvantages are those usual with local 
anesthesia, especially in reference to the nervous 
type of patient who develops a considerable de- 
gree of reaction as he witnesses the preparation 
and the induction of the anesthesia ; however, the 
relaxation, absent in many forms of local anes- 
thesia, is present in this type of block. In cer- 
tain instances of minor manipulation a general 
anesthetic is time saving; also, there are cer- 
tain technical dangers of penetration which will 
be considered in the description of the technique. 

Induction of brachial anesthesia by the route 
now most generally used, and by all odds the most 
practical, was first done by D. Kulenkamff, on 
himself as a subject. Hirschel attempted to pro- 
duce anesthesia via the axillary route, but the 
method was too dubious in results to gain popu- 
larity. Mulley, Perthes, Hohmeier and Capelle 
have devised divers routes of injection, none of 
which seem to have the practical value and sim- 
plicity of the Kulenkamff route. 

TECH NIQUE 

One should acquaint himself thoroughly with 
the anatomical relations of the brachial plexus, 
especially in its relation to the lower end of the 
subclavian and the upper portion of the axillary 
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arteries, for this point is the key to the successful 
use of the procedure. The outer side of the sub- 
clavian artery at a point where it passes from 
palpability under the clavicle is located. This 
point will be found to be almost exactly equi- 
distant from the sternal and acromial ends of the 
clavicle and just lateral to the external jugular 
vein. Here a wheal is raised with an ordinary 
“hypo” syringe and needle, intra-dermally. Now 
a longer still fine needle is introduced through 
the point decided upon, as close to the artery as 
is possible without entering the same. It is di- 
rected from the point of entry in a line with the 
tip of the spine of the third dorsal vertebra. As 
the needle penetrates the plexus the patient ex- 
periences a twinge similar to a rap on the “crazy 
bone’, which is the “green light” in this pro- 
cedure. If, however, the needle proceeds further 
it generally is halted by the first rib, or it may 
enter the artery, a fact testified to by the appear- 
ance of bright blood; in either instance the 
needle should be withdrawn to the skin and a 
new start made, varying the direction according 
to indications. When the typical sensation in 
the hand and forearm is illicited, one proceeds 
with the injection. This consists of about 20 
ce. of a 2% solution of novocain with adrenalin 
added, the amount varying somewhat with the 
case at hand. An especially important point in 
the injection is to warn the patient not to jump 
or move during the process, for if a small amount 
of solution be injected into the plexus the sen- 
sation of the patient to the needle is lost, making 
it next to impossible to relocate the plexus, after 
being dislodged by motion or jerking. After 
satisfactory injection, one should wait 15 to 20 
minutes for the induction of the anesthesia. This 
time is ordinarily consumed in preparing for the 
operation to be performed, the anesthetic being 
given very early in the procedure. 

To summarize the procedure: (1) point of 
introduction of needle—close to the lateral side 
of the subclavian artery, where it disappears un- 
der the clavicle; (2) direction of needle—to- 
ward the tip of the third dorsal spine; (3) in- 
jection made when the paraesthesia is definitely 





noted by the patient. 
DANGERS 


Certain vaso-motor reactions in the arm, fore- 
arm and hand occasionally occur, none of which 
are permanent. Kulenkamff has never seen a 


case of paralysis resulting from the injection of 


It is quit 
This is 


told by the sense of resistance as the needle penc 


the brachial plexus with novocain. 


possible to enter the subclavian artery. 


trates the wall followed by the appearance of 
blood. In this case the needle is withdrawn and 
redirected. The injection of novocain into th 
jugular vein would constitute a more serious ac- 
cident due to the proximity of the heart and the 
direction of the blood flow. The lung may be 
entered, which, in a normal subject, is of no con- 
sequence. However, this accident may assume 
serious proportions in the emphysematous or 
otherwise diseased lungs. In one of our cases 
the error progressed so far that about 1 cc. oi 
novocain solution was injected, accompanied, or 
followed, by a violent paroxysm of coughing 
which after about ten or fifteen minutes sub- 
sided, and there have been no further symptoms. 
This error will not occur with experience in the 
method. 
COMMENT 


Inasmuch as I have come to regard the block 
as office procedure, I do not have complete 
records on all cases thus treated. The last six 
hospital cases show an entirely satisfactory 
anesthesia. It is not possible to obtain the com- 
plete paralysis with each attempt, at least in my 
experience. However, the degree of anesthesia 
is ample and the patient is comfortable even with- 
out motor paralysis. In some of the earlier cases 
failure was encountered more often from motion 
on the part of the patient than from any other 
cause. In other instances a slight tingle was 
taken to represent the full parzsthesia and in- 
jection made inaccurately—this point is one in 
which the temperament of the patient must be 
taken into consideration. The only complication 
of note I have run across is the one already re- 
ferred to—of penetrating the lung. The results 
are increasingly satisfactory with experience 
gained in its usage. 

CONCLUSION 

It is urged that the profession give more at- 
tention to this simple effective form of anes- 
thesia of the upper extremity, which is especially 
useful away from the larger medical centers 
where aid and perfect general anesthetics are not 
readily available. 
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THE ILLUSTRATING OF ORIGINAL 
ARTICLES 

Contributors of original articles to the Journal 
are asked, wherever possible, to illustrate their 
articles. This adds greatly to the interest of any 
scientific dissertation. In order to stimulate this 
phase of the Journal work, the Executive Com- 
mittee of the Association has recently approved a 
plan whereby the Journal will bear fifty per cent 
of the cost of making electrotypes, provided the 
placing of orders for the plates is left in the 
hands of the business office of the Association, 
and provided that the cost in connection with the 
plates for original articles shall not exceed an 
amount to be approved by the editor. This 


should serve as a stimulus to our members in 
illustrating their articles, and it is hoped that 
both the contributors and readers of the Journal 
will benefit by such an arrangement. 
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INFANT MORTALITY 


Who is to be congratulated for the new state 
record just set up? Last year all previous rec- 
ords were broken in that the infant mortality rate 
of 67 was the lowest ever recorded in this state. 
Tabulations have just been completed for deaths 
of infants under one year of age per thousand 
living births recorded for the calendar year 1928 
which reveal that even 1927, which broke all 
records, did not show an infant mortality rate as 
low. 

Last year the infant mortality rate in this state 
was 67 as compared with 68 for the previous 
year. While this is a very small reduction, it is, 
nevertheless, an accomplishment since it repre- 
sents the lowest infant mortality rate ever re- 
corded for Florida since state-wide records have 
been available which cover a period from 1917 
to 1928, inclusive. 

Deaths under 1 year and infant mortality rates, 
by color, 1917 to 1928, inclusive : 


Year Rate White Colored 
MENS eek oidlorccice gies 67 54 96 
jh) er 68 56 95 
| a ee ee 7) 62 108 
ees charavenatelsioveneiets 74 61 104 
Ee eso ates sas 82 70 107 
i ne 78 65 106 
pe re 4 65 104 
[3.1 UE ee ee 80 66 112 
| | ee eee 94 76 134 
eee 89 72 126 
2) 5 ee 107 9] 145 
i itincceadeos 106 86 155 


While it is pleasant to enjoy the realization of 
certain victories and achievements in the protec- 
tion of lives of babies in our state, we must not 
forget that it is a constant fight and our best ef- 
forts are challenged if the unnecessary loss of 
life is to be curtailed. 

There is a marked improvement in the infant 
mortality from several causes. For instance, 
whooping cough shows a total of 25 deaths as 
compared with 44 for the previous year; dysen- 
tery shows 10 deaths last year as compared with 
23 for the previous year; tetanus, 13 deaths last 
vear as compared with 26 for the previous year ; 
diarrhea and enteritis, 191 deaths last year as 
compared with 324 for the previous year. 


STATE NEWS ITEMS 

The following letter has been received from 
the registrar of the Southern Pediatric Seminar, 
to be held in Saluda, North Carolina, July 29th 
to August 10th, inclusive: “The Southern Pedi- 
atric Seminar, which is a post-graduate course of 
two weeks held at Saluda, N. C., each summer, is 
fortunate enough to have seven scholarships to 
give to men in your state. This scholarship car- 
ries with it tuition and board for the two weeks. 
We are anxious to get these scholarships filled 
as soon as possible and would appreciate any 
publicity you could give it to the doctors in your 
state. We prefer doctors who live in small towns 
to take these scholarships.” 

Those members of the Association desiring 
scholarships are asked to forward their commu- 
nications to the office of the secretary in order 
that they may be placed in the hands of the Ex- 
ecutive Committee for consideration. 

*k ok x 
C. Dozier, 


president, through the officers, councilors, and 


A meeting was called by Dr. H. 


presidents of the county medical societies, con- 
cerning the Basic Science Bill. This meeting was 
held May 12th at the Hotel Marion, Ocala. 

ok * * 

Dr. G. F. Oetjen of Jacksonville is spending 
three months in Germany doing post-graduate 
work. a 

Dr. and Mrs. H. Mason Smith of Tampa have 
moved from 2602 Sunset drive to their new 
home on Prospect road. 

* * x 

Miss Jane Elam Gills of Lynchburg, Virginia, 
and Dr. John E. Maines, Jr., of Gainesville, were 
married on May 4th. Dr. Maines was formerly 
surgeon at the Duval County Hospital, but for 
the past year has been practicing in Gainesville. 
Miss Gills has been chief surgical supervisor at 
the Duval County Hospital, Jacksonville. 

*k ok Ox 

Dr. Perey L. Dodge of Miami is recovering 
from a severe attack of cold and arthritis at the 
Mount Alto Hospital, Washington, D. C. 

x ok x 

Dr. Henry Hanson has resigned as district 
medical officer for western Florida, it was re- 
cently announced by Dr. F. A. Brink, director 
of the Bureau of Communicable Diseases of the 
State Board of Health. Dr. Hanson is to assume 
the direction of sanitation activities of the City 
3oard of Health, Jacksonville. 


—— 
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Dr. Daniel C. 


recently located 


Main, formerly of Pomona, has 
at Crescent City. 
oe 


Dr. John D. Milton announces the removal of 
his offices from 306 Exchange Building to 905 
Huntington Building, Miami. 

* ok Ok 


There has recently been installed in the office 
of the secretary, editor and business manager of 
the Association a telephone which is listed in the 
Jacksonville telephone directory under the head- 
ing of Medical The 
number of the phone is 5-4675. 


“Florida Association.” 
In placing your 
long-distance calls for this office, a small saving 
*5-4675” 


“Florida Medical Association.” 


will be made by calling rather than 


* ok Ox 
Dr. Ferdinand Richards announces the re- 
moval of his offices to 309-12 Wade Building, 


Jacksonville. Practice is limited to gynecology 


and obstetrics. a 


Dr. John A. 


has opened offices in the Medical Arts Building, 


Beals, formerly of Jacksonville, 


Chattanooga, Tennessee. 
c &- 

The members of the Suwannee County Med- 
ical Society held their April meeting in Madison. 
Dr. John E. Boyd and Dr. William McL. Shaw 
Dr. 


Boyd read a paper entitled “Twenty Odd Cases 


of Jacksonville were guests of the Society. 


of Surgical Pathology of the Stomach and Duo- 
denum and the Surgical Treatment Applied” 
(with lantern slides). Dr. Shaw discussed the 
X-ray studies of these cases. 
+e «2 
The Tuberculosis Association of Duval County 
has been carrying on an active educational cam- 
paign in the public schools. Drs. Louie Lim- 
baugh, Noble Upchurch, M. B. Herlong, James 
D. Pasco, F. A. Brink and W. W. Kirk have 
addressed the students of many of the schools in 
the county on this subject. 
- - 
Dr. G. J. Hastings, for many years Medical 
Officer of Health, Toronto, Canada, recently vis- 
ited Dr. B. L. Arms, State Health Officer, Jack- 


sonville. a 


Dr. H. F. Watt and family of Ocala are mak- 
ing arrangements for a two months’ stay in Eu- 


rope. They expect to leave on or about July 1. 


STATE NEWS ITEMS 


‘kaa 5, Miso SINR. 
CHARLES W. BARTLETT 

In the death of Dr. Charles W. Bartlett the 
state has lost one of the ablest sanitary authori- 
ties of the South. 

He was born in Sagua La Grande, Cuba, April 
26, 1870, and died in Tampa May 29, 1929. 
His father was an American, his maternal grand- 
parents were Spanish and Cuban. 

He was sent to the United States at the age of 
15 to receive an American education. He studied 
medicine at the University of Maryland and 
graduated in 1893. After serving one year as 
interne to the hospital, he went to Cuba to study 
yellow fever and tropical diseases, after which 
he came to Tampa in 1895. 

When the Spanish-American War broke out 
he went to Cuba with the American Army and 
for two and a half years remained under General 
Gorgas to supervise sanitation. On returning to 
the United States he was made Port Sanitary 
Inspector of Tampa Bay harbor, and later, As- 
sistant State Health Officer. In 1906 he 
made a member of the Board of Public Works, 


was 


in which capacity he served for nearly ten years 
In 1927 he was elected a city com- 
missioner. City 
Health Officer, which office he held at the time 


without pay. 
In 1928 he was appointed 


of his death. 

Dr. Bartlett was a Mason, having been re- 
elected eight times as Master of his (Universal 
No. 178—Spanish) Lodge, a Shriner, Wood- 
man, an Elk, and Kiwanian, a member of the 
Unitarian church. 

Four years ago he suffered a severe, prolonged 
heart attack which came near carrying him off. 
This last attack came on suddenly. He realized 
that he was dying, and said a few minutes be- 
fore the end: “This is death; it is not so bad.” 


He 


leaves a wife, five grown children and three 


His mother, age 78, still lives in Cuba. 


grandchildren. 
His son, Dr. Chas. W. 
sician, has been appointed by Mayor McKay to 


sartlett, Jr., city phy- 


continue the work of his father. 

Dr. Bartlett was a very affectionate, gentle 
character, a devoted, faithful friend, a deep stu- 
dent, a conscientious worker. 

The whole State of Florida owes to him, to 
Leslie W. Weedon and to Joseph Y. Porter an 
everlasting debt of gratitude for their services 
in keeping vellow fever out of Florida. 
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The Catholic Daughters’ Home of St. Augus- 
tine was recently filled with friends of the East 
Coast Hospital and of the nurses to enjoy the 
program in honor of the graduates of 1929, Miss 
Kleanor Stead and Miss Lillian Hoskins. An 
interesting program was carried out with Dr. G. 
Walter Potter acting as master of ceremonies. 
Following the invocation by Rev. A. E. Calkins, 
a most enjoyable musical program was enjoyed. 
The address to the graduates was by Hon. E. 
Noble Calhoun; Dr. W. E. Burnett, acting chief 
surgeon of the hospital, presented the diplomas. 

(Continued on page 610) 
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TUBERCULOSIS ABSTRACTS 


A REVIEW FOR PHYSICIANS 
ISSUED MONTHLY BY THE 
NATIONAL TUBERCULOSIS ASSOCIATION 
Stephen A. Douglass, who has back of him a 
long record of service as a clinician specializing 
in tuberculosis and who is now superintendent of 
Sunnyside Sanatorium at Indianapolis, contrib- 
utes this number. As a sanatorium physician, he 
has observed that, while diagnoses of tubercu- 
losis are being made by general practitioners 
more promptly than in the beginning of his 
career, too few cases are discovered while yet in 
the “minimal” stage. The majority of patients 
admitted to sanatoria or sent to distant health 
resorts are in the “advanced” stage. Failure to 
discover the disease early is, in his opinion, the 
chief factor in compelling an unfavorable prog- 


nosis. 
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Let your doctor decide 


Billboard poster listing danger signs, used during Early 
Diagnosis Campaign, April, 1929. 


SYMPTOMATOLOGY OF TUBERCULOSIS 


Morton, two hundred years ago, speaking of 
tuberculosis, said: “There is no other malady 
which assumes so many protean forms and which 
is attended by such diversified symptoms and 
complications.” The incipiency of the disease is 
often manifested only by a train of vague symp- 
toms, sometimes extending over a long period of 
time. A painstaking consideration of these earl) 
symptoms, with a view of accounting for their 
origin, together with the evidence elicited by 
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physical examination, often establish an early 
diagnosis. 

Sanatorium experience shows that careful 
study of the patient has frequently been omitted, 
that the examinations had not been complete, and 
that important aspects of the history were over- 
looked even when the symptoms are those com- 
monly observed in pulmonary tuberculosis. San- 
atorium physicians frequently see patients in 
whose lungs little or nothing is found on physical 
examination but who constitutionally show clear 
and definite evidence of tuberculous disease as 
proved by the subsequent course of events. De- 
pendence upon the physical findings and the 
sputum report alone will usually defeat a timely 


diagnosis. 
SYMPTOMS, LOCAL AND GENERAL 


Many diseases have a typical onset. The diag- 
nosis of lobar pneumonia, for example, can fre- 
quently be made with a fair degree of certainty 
from a few key symptoms. But in the case of 
pulmonary tuberculosis, this is impossible ; there 
is probably no other disease which may begin in 
such widely divergent ways or which presents 
such a variable symptom-complex. The reason 
for this is that the symptoms of pulmonary tu- 
berculosis are both local, having their origin in 
the respiratory organs, and general, due to the 
effects of the disease on the system as a whole. 
The onset may be characterized by the exaggera- 
tion of any one of the many possible symptoms. 
Because there is no typical mode of onset, we 
must be on the lookout for pulmonary tubercu- 
losis in patients who consult us for symptoms 
which frequently seem to have no apparent con- 
nection with the lungs. 

For many years, it has been taught that the 
pathognomonic group of symptoms that speii 
pulmonary tuberculosis were cough, expectora- 
tion with bacilli, hemoptysis, fever, chills, night 
sweats, fatigue, and loss of weight. But by the 
time such classical symptoms present themselves, 
the local lesion is often moderately advanced, or 
advanced. Early and favorable cases present 
few of these symptoms. By this time, of course. 
a definite and conclusive diagnosis can be made: 
it demands little diagnostic skill and it comes too 
late for the patient to receive the maximum bene- 
fits that he should derive from modern means of 


treatment. A clinical recovery at this time may 
sometimes be attained, but the “cure” is likely 
to fall short of complete restoration of function 
and full working capacity. The symptom group 
or complex whith we were taught as indicating 
early tuberculosis is now interpreted as meaning 


in a large measure advanced tuberculosis. 


ONSET USUALLY GRADUAL 
In the majority of cases, pulmonary tubercu- 
losis develops slowly and the onset is gradual, so 
that it is impossible to determine the exact date 
at which the patient first noticed that he was ill. 
Even in those patients in whom some one symp- 
tom has developed suddenly, careful questioning 


will frequently reveal a preceding period of in- 





Scene from motion picture, “Consequences” for lay audiences. 


definite malaise or slight cough which has passed 
unnoticed. While this slow and gradual onset is 
characteristic for the majority of cases, it oc- 
casionally happens that the onset is sudden and 
acute, the symptoms appearing without warning 
in a previously apparently healthy individual. 
Pottenger states that, if a careful history of all 
patients who are suffering from the early symp- 
toms of tuberculosis were taken and carefully ap- 
praised, the disease would be suspected in almost 
all, for in nearly every instance there is a history 
of one or more of the following symptoms: 
malaise, loss of strength and endurance, altered 
appetite, decline in weight, increasing nervous- 
ness, vague pains throughout the chest, acute 
pleural pains, slight tendency to cough or to be- 
come short of breath on exertion, repeated 
“colds” or the spitting of blood. These symp- 
toms should invariably direct attention to the 
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chest. If, in addition, there are a slight rise in 

temperature and a pulse easily affected by exer- 

tion, tuberculosis should be ruled out before any 

other diagnosis is made. He concludes that the 

“most important point in the diagnosis of tuber- 

culosis is to know when to suspect it.” 
DIAGNOSIS OFTEN DELAYED 

It has been shown that patients present them- 
selves to their physician with definite complaints 
two to twelve months before they are diagnosed 
as having pulmonary tuberculosis. The com- 
plaints are apparently not significant enough to 
warrant a diagnosis of any disease and the pa- 
tient is many times treated symptomatically for 
conditions such as bronchitis, influenza, colds, 
pleurisy, unresolved pneumonia, nervous break- 
down, nervousness, thyroid disease, “spots” on 
lung, throat trouble, asthma, anemia, catarrh, 
laryngitis, intercostal neuralgia, ulcer of stomach, 
gastritis, weak lungs, “cigarette’’ cough, stomach 
cough, neurasthenia, sinusitis, “female’’ trouble 
and “heart trouble.” 

To stamp a person as actively tuberculous is a 
grave matter ; to advise such a person to give up 
his work, to leave his home and family, if home 
conditions are unsuitable or unsatisfactory for 
treatment, and to go to a sanatorium or distant 
health resort is a serious matter. On the other 
hand, failure to recognize and treat tuberculosis 
in the early or incipient stage usually spells trag- 


edy. S. A. D. 


INFORMING THE PUBLIC 

The skill of the physician in diagnosing tuber- 
culosis early is of little avail unless the patients 
present themselves early. A special study of 
1,499 sanatorium patients made by the National 
Tuberculosis Association showed that about 57 
per cent did not consult a physician until at least 
one month had elapsed from the time the first 
symptom appeared. This corroborates the gen- 
eral observation that patients delay too long be- 
fore seeking medical advice. To help correct this 
failing, tuberculosis associations endeavor to ac- 
quaint the general public with the early danger 
signs of the disease. This is done by means of 
pamphlets, newspaper articles, posters, lectures, 
and motion pictures. Results of such educational 
campaigns show that many people are stimulated 
by them to “let the doctor decide” whether or not 
the symptoms they have experienced indicate 
tuberculosis. —Ed. 


(This review secured by the Florida Public Health 
Association from the National Tuberculosis Association. ) 
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SITUATIONS WANTED 


Salaried Appointments for Class A phy- 
sicians in all branches of the Medical Pro- 
fession. Let us put you in touch with the 
best man for your opening. Our nation-wide 
connections enable us to give superior serv- 
ice. Aznoe’s National Physicians’ Exchange, 
30 North Michigan, Chicago. Established 
1896. Member The Chicago Association of 
Commerce. 
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“COUNTY ieliiliaiie MEETINGS Dues 
SOCIETY ” ; Date Time Place Luncheon? Paid. 
a7 . E. Maines, Jr., M.D. at 3 e 
Alachua ...... J re win 4 > |2nd Tuesday | 12:00 Noon |White House Yes. 88% 
— J. M. Whitfield, M.D., 55% 
Bay eee eeeocce Panama City. c 
I. K. Hicks, M.D. 7 ‘ 
Brevard ...... | Tea ‘ | Varies Varies 69% 
; ry — 

: | Ralph Lingeman, M.D., Pe Chamber of Com- | . to 
Broward ..... Or pos vee hag \2nd Tuesday | 8:00 P.M. anni No. 55% 
Columbia...... | PW Wie MD» l1st Monday. 7:30P.M. Blanche Hotel _| 100% 

= 
eee | RM. a M:D., list Friday 8:30P.M. |Miami City Club | Occasionally.| 59% 
: 
DeSoto-Hardee-| M. A. Hubert, M.D., ee ' Ne. 93% 
Highlands ... Avon Park. 8:00 P.M. Varies " $ 
| K th A. Morris, M.D., | Duval County y 
Duval .......- | — Jacksonville” ist Tuesday 8:15 P.M. Hospital z No. 86% 
. y LD. Board of Health we Or 
Escambia ..... | J , Fonte 2. ist Tuesday 8:00 P.M. Building No. WA 
i” | R. A. Barnett, M.D. or 
Hamiiton ..... White Springs. 100% 
| 
‘ | Frank T. Barker,M.D., {ist and 3rd Tues-| ._ —- ie 69% 
Hillsboro ..... | Tomee. a | $:00P.M. (City Hall o 
Jackson ...--++ Be "a 2nd Tuesday | 3:00 P.M. |Marianna No. 53% 
7 r GF 
GRRE sss cineece | W. ——— M.D., Ist Thursday | 12:30 P.M. | Eustis Yes 93% 
| . 
| H. Quillian Jones, M.D., a ; \Lee Memorial : 80% 
MS a ceca Ft. Myers. 3rd Friday 7:30 P.M. | Hospital No ; 
Leon-Gadsden- * 7 | | 
Wakulla- _ a Quarterly 3:00 P.M. |Varies Yes. 71% 
Jefferson ...... | | 
Madison ..... Geo. 5 Ma M.D., | | 100% 
} . Ist and 3rd Tues. | 
Manatee ...... J. a ots M.D., Oct. to May; 2nd) 7:00 P.M. | Dixie Grande Hotel Yes. | 79% 
racenten. Tues. May to Oct. 
oe ee | | ~ 
Marion ....... | Thos. a M.D., |3rd Thursda$ 12:30 P.M. Hiarringson Hotel Yes. | 95% 
| ~R.W MD. | ae 
Monroe ....-. | Ww Ne Wert 1.D., 1st Sunday 9:00 P.M. |Varies Yes 100% 
| J. R. Chappell, M.D. ack ; g 
é 4 , J i 8s -M. iV N 80% 
TNE sa0<0% | Ceniin 3rd Wednesday 8:30 P.M |v aries o 7 
Palm Beach ...| ‘ar ae” 2nd Monday 8:00 P.M. |Court House Yes | 90% 
Pasco- Ba 7’ Ses: 
Hernando- | Geo. R. Creekmore, M. D., /on4 Thursday 7:00 P.M. |Varies Yes. 100% 
Ci Brooksville. , 
MPUS. ..200 
oo o. = oe |Every other Friday | 8:00 P.M. x & Light No 96% 
. |2nd Wednesday in) 
ee wean Pe noe M-D, |" Feb, Apr. June| 1:00 P.M. |Lakeland Yes 68% 
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; ? ow. 
Putnam ....... | niet be aed, 2nd Thursday (7:00 P.M. oe" “me Yes. 75% 
W. E. Burnett, M.D., | ; ne 100% 
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St. Lucie-Okeecho-| : | ——# | 
"oe tt sear C. L. Davis, M.D., | 64% 
River-Martin .. Okeechobee. 
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| | | | 
e am ? 
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Sumter ....... W. E. je ena M.D., 2nd Tuesday | Varies No. 60% 
W. C. White, M.D, | | ; 
Suwannee Live Oak. | 86% 
SE Sswtaos R. J. — M.D., |Last Thursday | 12:15 P.M. |Eldorado Cafe | Yes. | 100% 
: . Ral Tells, M.D., —? ao 
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| i 
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Dues 





Date 


Time Place 


Paid. 


Luncheon? 





\2nd Tuesday 


12:00 Noon |'White House 


Yes. 88% 





J. M. Whitfield, M.D., 
Panama City. 





I. K. Hicks, M.D., 
Melbourne. 





Ralph Lingeman, M.D., 
Ft. Lauderdale. 


{ 
} 





| Varies 





2nd Tuesday 


55% 





|Varies 





\Chamber of Com- | 


| 8:00 P.M. 
merce 





T. W. Witt, M.D., 
Lake City. 


Ist Monday. 


7:30 P.M. |Blanche Hotel 





R. M. Harris, M.D., 
Miami. 


Ist Friday 


(Miami City Club 


8:30 P.M. 





DeSoto-Hardee-| M. A. Hubert, M.D., 
Highlands . _ Avon Park. 





| Kenneth A. Morris, M.D., 
Jacksonville. 





J. D. Bell, M.D., 
Pensacola. 








R. A. Barnett, M.D., 


Hamilton White Springs. 


8:00 P.M. | Varies 





ist Tuesday 


Duval County 


8:15 P.M. Hospital 


69% 





55% 





100% 
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Ne. 





No. 








Ist Tuesday 


Board of Health | 


8:00 P.M. Building 











Frank T. Barker, M.D., 


Hillsboro Tomes. 





C. H. Harrison, M.D., 
Cottondale. 


Ist and 3rd Tues-| 


days 


8:00 P.M. |City Hall 








2nd Tuesday 


3:00 P.M. |Marianna 











W. L. Ashton, M.D., 
Umatilla. 





H. Quillian Jones, M.D., 
Ft. Myers. 


ist Thursday 


12:30 P.M. | Eustis 





3rd Friday 


j\Lee Memorial 


7:30 P.M. | Hospital 





Leon-Gadsden- 
Liberty- 
Wakulla- 

Jefferson 


F. Clifton Moor, M.D., 
Tallahassee. 


Quarterly 


3:00 P.M. Varies 








Geo. O. Davis, M.D., 


Madison Madison. 





J. M. Davis, M.D., 


tee 
_ Bradenton. 


No. 





100% 














100% 








Ist and 3rd Tues. 
Oct. to May; 2nd 
Tues. May to Oct. 


| Dixie Grande Hotel 


7:00 P.M. 


79% 





} 





Thos. H. Wallis, M.D., 
Ocala. 


3rd Thursda¢ 





W. R. Warren, M.D., 
Key West. 


|1st Sunday 





J. R. Chappell, M.D., 
Orlando. 





R. G. Lewis, M.D., 


Palm Beach ...| W. Palm Beach. 


3rd Wednesday 





2nd Monday 





ir | Geo. R. Creekmore, M. D., 
Brooksville. 


Citrus | 


2nd Thursday 





nclles O. O. Feaster, M.D., 


| 12:30 P.M. |Harrington Hotel 


95% 





9:00 P.M. | Varies 


100% 





| $:30 P.M. \Varies 


80% 





8:00 P.M. |Court House 


90% 





7:00 P.M. |Varies 





1500 Power & Light 


100% 





96% 


St. Petersburg. |Every other Friday | 8:00 P.M. "Bldg. 





2nd Wednesday in 
Feb., Apr., June,| 
Aug., Oct., Dec. 


Herman Watson, M.D., 68% 


Lakeland. 1:00 P.M. |Lakeland 








E. W. Warren, M.D., 


Palatka. 


(2nd Thursday 


|James Hotel, 


7:00 P.M. Palatka 


75% 





St. Johns 


W. E. Burnett, M.D., 
St. Augustine. 


\3rd Tuesday 


8:30 P.M. |Varies 


100% 








Bt. Lucie-Okeecho- 
bee-Indian 
River-Martin .. 


C. L. Davis, M.D., 
Okeechobee. 


64% 











Narasota 


F. Metzger, M.D., 
Sarasota. 


|2nd Tuesday 


| $:30P.M. 


Varies 


Occasionally. 





Seminole 


J. T. Denton, M.D., 
Sanford. 


|2nd Friday 





Sumter 


W. E. Mitchell, MD, [> Tuesday 


Coleman. 


8:00 P.M. |City Hospital 





Varies 





Nuwannee 





W. C. White, M.D., 
Live Oak. 


| 
| 
| 








ew 
Walton- 
Okaloosa ....| 


Washington- 
Holmes 


Lakewood. 





~ W. C. Harper, M.D., 
Chipley. 


| 
| 


$:00 P.M. |\Varies 


Occasionally. 





| | 100% 





NOTE—(Secretaries: Please submit information to complete the above schedule.) 








(Continued from page 606) 
The Hillsboro County Medical Society voted 
at a recent meeting to sponsor a series of health 
lectures by its members before parent-teacher 
associations, women’s clubs and similar organi- 
zations during the summer. 
e © ¢ 
The Executive Committee of the Florida Med- 
ical Association recently held a meeting in Jack- 
sonville. Those present were Dr. Gerry R. 
Holden, chairman; Dr. M. A. Lischkoff, Pensa- 
cola, and Dr. E. W. Warren, Palatka. Dr. 
Shaler Richardson, secretary-treasurer, and Dr, 
Stewart G. Thompson, business manager of the 
Association, were also present. 
x ok Ox 
Doctors Jas. L. Estes and A. B. Jones of 
Tampa recently attended clinics at the Emory 
University School of Medicine, Atlanta, Ga. 
¢ * 2 
Dr. W. Cooper Myers announces the removal 
of his offices from 202314 Seventh Avenue, to 
Room 302, Schulte-United Building, 305 Cass 
Street, Tampa. 
* * * 
Dr. A. F. Thomas of Titusville is at present 


located at 7 Seven Pines Avenue, Somerville, 
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Aneurism of the Thoracic Aorta, Case Report...... 35 
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Asthenia in Southern Florida, Personal Observation 
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Bronchoscopy as an Aid in Diagnosing and Treat- 
ing Intratrachial and Bronchial Conditions ..... 246 
Burns, Tannic Acid Treatment of ................ 597 
Cc 
Cancer, Lung, with Report of Three Cases ........ 83 
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Cesarean Section, Type of Operation Indicated.... 78 


Cesarean Section with a Review of Twenty-one 
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SACRO-ILIAC, 
SUPPORT 
A Trochanter Belt™ 


A new scientifically ap- 
proved design . . . pro- 
viding lower gluteus 
support .. . very firm 
but altogether comfo.t- 
able...adjustable to any 
tightness or pressure... 
anchored to the body in 
any position. 
Sold by surgical houses 
and the better department 
stores. 

Write for our Physicians 

Manual of 
CAMP SUPPORTS 


S. H. Camp & Company 


Jackson, Michigan 
59 E. Madison St. 330 Fifth Avenue 
CHICAGO NEW YORK 














University of Maryland 
School of Medicine 
and 
College of Physicians and 
Surgeons 


Requirements for admis- 
sion—Two years of college 
work, including English, 
Chemistry, Biology and 
Physics, in addition to an 
approved four-year high 
school course. 

Facilities for Teaching 
Abundant laboratory space 
and equipment. Two large 
general hospitals absolute- 
ly controlled by the faculty 
and several hospitals de- 
voted to specialties, in 
which clinical teaching is 
done. 





For catalog apply to 
J. M. H. ROWLAND, M. D., Dean, 
N. E. Cor. Lombard and Greene Sts., 
Baltimore, Maryland 
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SS r 


The Value of 
Colloidal Silver 


From the ancient days of the Arabian physicians, Geba 
and Avicenna, has come the use of silver as a therapeutic 
agent. Its modern exhibition is in the form of NEO- 
SILVOL, a compound of silver iodide with a soluble 
gelatin base, which is therapeutically effective without 
causing irritation, and which leaves no dark tell-tale 


Meek eM eh Mee 
COU REDNAL Aan eNNEGOOE veeeee 


SR RR SSS SRE RS pes 
: ° . pondeuees: : eee teserecetecebeseccencdesttsbenObbcdueseeudeseboreeesss : 


stains. 


Neo-Silvol Contains 20% Silver lodide 
in Colloidal Form 





Note these facts: Neo-Silvol is fatal to the gonococcus, 
streptococci, staphylococci, pneumococci, and Micro- 
coccus catarrhalis. Against streptococci and staphylococci 
it is as actively germicidal as pure phenol—and — 
in much more concentrated solution. Against the gono- 
coccus it is 20 times as active as pure phenol. Yet Neo-Silvol 
does not precipitate tissue chlorides, nor does it coag- 
ulate cellular albumin; weak acids or alkalis or dilute 
alcohol do not precipitate it. 
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Neo-Silvol should be at hand for use in treating infec- 
tious inflammation of any mucous membrane—in eye, 
ear, nose, throat, urethra, or bladder. 
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HOW SUPPLIED 


In 1-0z. and 4-oz. bottles of the granules—In 6-grain capsules, bottles of 
50, convenient for making solutions— As a 5 % ointment in 1- ot tubes. 
—In the form of Vaginal Suppositories, 5 “%, boxes of 12. 
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Shall we send you a sample of the capsules? 


PARKE, DAVIS &«& COMPANY 
DETROIT, MICHIGAN 
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WHEN ON THE ROAD 
TO RECOVERY 





demands 
CONVALESCENCE ihe etteneat 
in recuperative power ... That is 
why Horlick’s the Original Malited 
Milk is used with such universally 
good results when the patient is 
on the road to recovery. 


it supplies nutrients most needed 
for the rebuilding of health and 
strength. By the exclusive Hortick 
process, these food elements are 
rendered easily and quickly assimi- 
lable. For samples, address— 
HORLICK — Racine, Wis. 


THE ORIGINAL MALTED MILK 


HORLICK’S 




















Brawner’s Sanitarium 


| ATLANTA, GEORGIA | 


A modern neuropsychiatric hospital with special lab- 
oratory facilities for the study and treatment of early 
ceases. Also a department for the treatment of drug 
and alcoholic addictions. 

The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 
Smyrna, Ga. The grounds comprise 80 acres. The 
buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 79 Forrest Ave., 
Atlanta, Ga. 


DR. JAS. N. BRAWNER, Medical Director. 
DR. ALBERT F. BRAWNER, Resident Physician. 
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The Atlanta 


Neurological Hospital, Inc. 





Administration Building and Rest Cottage. 


—======== DEPARTMENTS: ——— 


Organic Neurology 
Psychiatry 
Child Psychology 


| _ Neurosurgical Examinations 


NEWDIGATE M. OWENSBY, M. D., Director 
1210 Medical Arts Building, Atlanta, Ga. 
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Gonorrhea in Women, Acute—Diagnosis and Treat- 


Pregnancy, Double, One in Utero and One in Right 
Tube 


(Continued on page 616) 
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cAn epochal development 
in apparatus for medical 
diagnosis 


He Victor Shock Proof X-Ray Ap- 
paratus, the latest development 
emanating from the Victor Researchand 
Engineering Departments, is now in pro- 
duction and available to the profession. 


As its name implies, this X-ray unit 
is absolutely safe against any possibility 
of operator or patient coming in con- 
tact with electric current on any part 
of the apparatus—the first complete, 
combination X-ray outfit in the world 
to incorporate this feature. 


This development, the culmination 
of years of research and engineering 
efforts, answers the long standing query 
of roentgenologists the world over: 
How can it possibly be accomplished ? 
It is now a realization. 


Complete insulation of the high volt- 
age current (both the X-ray tube and 
high voltage transformer are immersed 
in oil and sealed in the same container) 
has permitted a revolution in apparatus 
design. The result is, a flexibility that 
permits of technic never before possible 
in X-ray diagnosis. 

Unequalled facilities for research and 


experimental engineering have made 
possible this epochal development. 


The Victor Shock Proof X-Ray Unit 
is subnfitted in the sincere belief that 
it is a direct contribution to the X-ray 
art, in that it offers a means of doing 
the work more quickly and conve- 
niently, with absolute safety, and with 
assurance of consistently better end re- 
sults—contributing toward more cer- 
tain diagnosis and a better medical 
vervice that must obviously follow. 
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Silent operation. 






Introduces a new principle 
of control. 
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Self-contained. 





Consistent results. 
Greater flexibility. 





Complete diagnostic service. 





Increased diagnostic range. 
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Longer tube life. specialty. 






No danger around ether, 
when setting fractures, etc. 


Same tube used over and 
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Ergosterol Derivatives 











Among the ergosterol products manufactured by Mead 
Johnson & Company the following are of particular inter- 
est to medical research workers, biochemists and physicians: 
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The development of an improved yeast, and of efficient 
methods of extraction, enable us to offer purified ergos- 
terol crystals (not activated) at $1.50 per gram. 


A similar advertisement appeared in the Jour- 
nal of Biological Chemistry in January, 1928 
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